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REPORT 
on 
CONFERENCE ON CHILDREN WITH A COMBINED 
VISUAL AND AUDITORY HANDICAP 
Organised by 

The Rubella Group for Deaf/Blind Children 
at 

The Royal National Institute for the Blind, 

Condover Hall School, Condover, 
Nr. Shrewsbury, Shropshire 
on 
7th & 8th January, 1961 


PROGRAMME 


FRIDAY, 6TH JANUARY, 1961 


7.0 p.m. 


REGISTRATION 


ADDRESS OF WELCOME—Mr D. Rawlings, J.P., 
Board of Governors, Condover School 


FILMS—Children with a Combined Sight and Hearing 
Defect 


SATURDAY, 7TH JANUARY, 1961 


9.30 a.m. 


**MEDICAL ASPECTS ’’—Chairman: Dr J. B. Long- 
more, Medical Officer for Condover 

‘* The Eye Defects ’’—Mr Stewart Munro, M.B., B.CH., 
D.O.M.S., Consultant Eye Surgeon, Victoria Eye 
Hospital, Hereford 

** The Ear Defects ’’—Mr E. N. Owen, F.R.C.S., Consul- 
tant Otologist to Condover 

** The Heart Defects ’’—Dr A. Hollman, Postgraduate 
Medical School, Hammersmith 

DISCUSSION 


12.30 p.m. LUNCH at “ Pathways ”, Condover 


2.0 


4.30 


** PARENT HELP AND ASSESSMENT ”? 
Chairman: Dr H. M. Cohen, c.3.£., Birmingham 
Education Committee : 


** Parent Needs ’’—Some parents 
** Pre-School Help ’’—Miss W. Galbraith 


** Assessment ’’?—Mr S. O. Myers, B.sc., Headmaster of 
Condover 


** Psychological Difficulties °°—Mr M. Reed, B.SC., Senior 
Educational Psychologist, Audiology Unit, Grays Inn 
Road 


DISCUSSION 


TEA at “‘ Pathways ”’, Condover 
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5.30 


8.30 


** EDUCATION ” Part I—Chairman: Mr H. Martin- 
Wilson, M.A., Secretary for Education, Shropshire 


** What we mean by Education ’’—Mr Scott Wilkie, West 
Ham Education Committee 


Symposium ‘‘ The School Problems ”’—Mrs B. Ingall, 
Mr H. H. Shorrock, Mr G. M. Williams, Miss D. 
Woodford and Miss N. Baker 

DISCUSSION 


DINNER at The Grapes Hotel, Bicton (informal) 


SUNDAY, 8TH JANUARY, 1961 


9.30 a.m. 


12.30 p.m. 


200 


3.45 


4.30 
5.0 


** EDUCATION ”? Part Il—Chairman: Mr H. H. 
Shorrock, Head, Longwill School for the Deaf, 
Birmingham 


** The ‘ Pathways ’ Unit for the Deaf/Blind ’°—Miss Joan 
Shields 


**The Day Unit at West Ham’’—Miss K. Mitchell, 
Headmistress, West Ham School for the Deaf 


** The Deaf/Blind in the Rudolf Steiner Schools ’??—Dr T. J. 
Weihs, Superintendent, The Camphill Schools 


** Teacher Training ’—Mr G. M. Williams, Headmaster, 
Walthamstow Schools for the Partially Sighted, and 
Mr D. C. Wollman, Dept. of Audiology and Education 
of the Deaf, Manchester University 


DISCUSSION 
LUNCH at “ Pathways ”’, Condover 


** EDUCATION ” Part Il 

Symposium ‘‘ School Leaving and Employment ’’— 
Chairman: Mr S. O. Myers 

DISCUSSION 


SUMMARY OF CONFERENCE—Mr J. Lumsden, 
H.M.I. Schools 


TEA at “ Pathways ’’, Condover 


Departure 


Ist SESSION 
7.30 p.m. FRIDAY, 6th JANUARY, 1961 


In his address of welcome to delegates, Mr D. RAWLINGS, J.P. (Board 
of Governors, Condover School) said:— 

On behalf of the Royal National Institute for the Blind and the Gover- 
nors of Condover Hall, it is my pleasure to welcome you to this Con- 
ference called by the Rubella Group for Deaf/Blind Children. I have 
been asked to say at the start of this Conference that the term “ deaf/ 
blind ”’ will be used to cover any degree of sight and hearing loss neces- 
sitating special educational treatment. The Rubella Group have been 
both pleased and privileged to organise this Conference, but it is in no 
way confined to rubella handicapped children, but hopes to cover the 
welfare and needs of all children with this dual handicap. Nor is this 
the first Conference of its kind—some 6 years ago a smaller Conference . 
took place at “ High Windows ” which was the first home of the deaf/ 
blind unit here. One of the results of that Conference was that the 
Parents Group became firmly established. The Rubella Group consists 
of parents of children who are deaf/blind because mother unfortunately 
contracted German Measles during pregnancy, usually the children have 
some sight and hearing. It has been difficult to find education for these 
children and the Group, led by their energetic secretary, Mrs Freeman, 
have made great efforts to press Schools, Education Authorities and 
Ministries, to do something for them. They have been able, as you will 
see by the programme, to assemble an important group of people whom 
we welcome to Condover. The number of delegates is larger than at 
first expected, but we hope to do our best to make the Conference both 
efficient and comfortable. 

We at Condover are glad to help, but expect to get more out of the 
Conference than we put into it. We have several rubella children amongst 
our “ Pathways ”’ children—though let me hasten to say that at the 
moment we have no vacancies since the R.N.I.B. must always give 
priority to the most seriously affected children. If Miss Shields looks 
after this Conference as well as she does the “ Pathways ” children, you 
who are attending will have a good time, but also find yourselves 
working jolly hard. 

Delegates were then shown two films: 

“ The Children at Pathways’ —_ by Miss Joan Shields 
“The Rubella Children ”’ by Mrs Peggy Freeman 


2nd SESSION 

9.30 a.m. SATURDAY, 7th JANUARY, 1961 
Dr JOHN LONGMORE (Medical Officer for Condover Hall School 
for the Blind) opened this Session on the MEDICAL ASPECTS which 
dealt with the various Eye, Ear and Heart defects affecting the deaf/blind 
child. 
Mr E. N. OWEN, F.R.C.S. Consultant Otologist to Condover Fall, 
speaking on the EAR DEFECTS said: | 
It is now just twenty years since Gregg in Australia published his paper 
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drawing attention to the association between rubella in pregnancy and 
congenital cataract. During the next few years a great deal of work was 
done in that Country and the association of the same maternal infection 
with other defects in the child was widely explored. These defects 
included congenital heart disease, deaf mutism, mental retardation and 
lesser numbers of other less common abnormalities. It was also realised 
that the incidence of abortion and still-birth at or near full-term was 
greater in mothers who had suffered from German Measles early in 
pregnancy. Since then I have come across 40 different papers at least in 
the English Literature that deal with this subject, and I am certain -here 
are many more. This whole question has become one of the greatest 
interest to doctors in all fields throughout the world. The realisation 
that a sizeable proportion of cases of congenital deformity is due to 
extraneous agents acting on the developing embryo, is, to use the 
modern Americanism, “ A major break through ” and its effect was that 
a few years ago some people had decided that congenital deafness was 
due either to hereditary defects or maternal rubella alone! Events have 
shown that this is far from true and though we can now perhaps explain 
the causation of congenital deformities in a way we could not before, 
there are still three quarters of all cases for which we have no clue as to 
the true origin. 

My interest in the problem has been long-standing and after I had 
begun to learn a little about congenital deafness I found I was 
increasingly drawn into the wider problems of congenital deformities as 
a whole. From my experience in a country area, such as Shropshire, 
perhaps one of the few remaining really agricultural parts of England, 
it is not possible to obtain a large enough collection of cases from which 
to draw hard and fast conclusions, but we can at least see trends and 
directions in which figures point. At Condover we have seen young 
children with multiple handicaps in the past 10 years and as a result 
have come to realise that many of our own results are in accordance 
with published reports. Our cases, of course, are a selected group, and 
although we can perhaps observe the late effects of maternal infection, 
we cannot venture to make any worthwhile remarks on rubella as a 
whole. Our experience has perhaps been unique in such a Unit as this, 
and being unique it cannot properly be compared with experience of 
other groups of workers in institutions such as hospitals. 


Diagram 1. Condover Hall Cases 
ey Te Re eee pen 14 cases 
1 Sa ae. he ae Sie 
|B OAE Tin e Re GY saa, 
1947 srt eget oa bhai 
DO Sige ahicutices eae bon Sass 
jee Pee ae ny deere ae 4-1 cases 
AS a Pe et aera, 3 cases 
AS ol gy ct ee eee TDs. a3 
[RLV a en Coat Ne a eee a | Oe eres 
RNS al es ect oa da 8 on cont. overleaf 


Diagram 1. Condover Hall Cases. cont. 
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Approx. 24 reported M.D. and not seen. 


Diagram 2. Possible Causes | 
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Specialising as we do in the deaf/blind, I should first, perhaps, 
comment on Diagram 1 which briefly summarises the number of cases 
brought to our notice in the past 8 years. This figure, incidentally, 
extends to March 1960. You see that we know of 120 cases, but since 
we have no monopoly there must be other affected children of which 
we have no knowledge. We have examined 60 cases at Condover, and a 
brief report on our pathological findings is given in Diagram 2. This 
represents an attempt at the pathological diagnosis so far as we can 
ascertain it. And here, we are in the realm of conjecture. These diagnoses 
are second, third or fourth hand, and we are up against the problem of 
the retrospective survey. In the last few years it has been pointed out 
by several people interested in congenital abnormalities and other fields 
of medical research, that the retrospective survey has had its day, and 
I am certain that this is perfectly true. This is the invaluable point about 
the work reported in the Ministry of Health Report 101 prepared by 
Manson, Logan and Loy and published in July 1960. The histories of a 
large number of pregnancies and follow-up of the development of the 
children after delivery (Nos. concerned 8364) were large enough to give 
valid statistical conclusions, and the workers in this team, medical and 
lay and Ministry of Health, must be congratulated on a first class piece 
of work, that may well serve as a model for future studies of this kind. 

To return to Diagram 2—of the rubella cases, 6 of the 23 were born 
prematurely. From my own observations in my practice outside 
Condover, I am surprised at the high rate of prematurity amongst 
deaf children who are otherwise normal. In most of these cases we 
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know that the deafness is due to a form of jaundice in the first few days 
of life, which arises from the immaturity of the child’s liver. These cases 
have an excess of circulating bile pigment in the blood and this damages 
the cochlea nuclei in the brain. This happens in otherwise normal 
children without rubella in the mother, and when I look at the premature 
babies whose mothers have been said to have rubella, I wonder if 
indeed two pathologies have been operating i.e. has the cochlea been 
damaged in the early stages of the pregnancy by the rubella, or have the 
nerve cells to the nuclei in the brain been damaged in immediate 
post-natal life? Unless one delivered all such children in hospital and 
submitted them to careful biochemical investigation immediately after 
birth, it is not possible to answer this question. 


DIAGRAM 3 
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The site of the pathological process which produced deafness varies 
with the cause of the deafness. Diagram 3, which is purely diagramatical 
and inno sense an anatomical drawing, shows the parts of the auditory 
system affected by the various agencies responsible for congenital 
deafness. The external ear may be underdeveloped and the middle ear 
rudimentary. We have seen children like this at Condover, but so far 
as we know in no instance was this due to rubella. Some of these cases 
can be successfully operated upon and though they will not have 
normal hearing afterwards, if they have a useful middle ear the hearing 
will be improved and they can use hearing aids with benefit. In rubella 
the cochlea in the inner ear is the organ most affected. At the same time © 
we have to remember that rubella may affect the brain, producing a 
mental retardation. With some children, of course, it affects the eyes. 
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Genetic or hereditary failure of inner ear development is well known 
and operates in precisely the same way as the rubella virus, but it is 
not our concern here today. I have not yet been presented with the 
problem of the history of rubella in a born-deaf child’s mother with 
a history as well, of hereditary deafness. In such a case one is bound 
to be asked for a decision about the precise causation, and it must be 
confessed that in such a case, in the present state of our knowledge, 
there would be no means of distinguishing a rubella from a genetic 
cause. 

The nerve cells in the auditory pathway in the posterior part of the 
brain are affected in the post-natal jaundice syndrome of which I have 
just spoken, and here the deafness is “‘ nuclear ” and due to interference 
with the transmission system of the auditory nuclei. The inner ear may 
develop perfectly normally, and though it may hear sound and generate 
impulses, these cannot pass through the damaged nerve cells on the 
way to the brain to produce any registration of sound. The most 
dangerous period for the embryo from the point of view of infection 
with rubella is from 8 to 12 weeks and we know it is at this time that 
the ears and eyes are most actively developing. Once the development 
is completed, and at about the third month of pregnancy, the ear is 
more or less completed, and though it still has to grow somewhat in 
size, the tissues are apparently resistant to the noxious influences of 
the rubella virus and little or no harm results. 

To return to the difficulties I mentioned before about retrospective 
enquiry, only last week I saw a partly deaf boy of six whose mother 
told me she had rubella at two months. The pregnancy was normal but 
the child was born after 38 weeks pregnancy and weighed 5} Ibs.—the 
accepted minimum weight for a so-called full-term child. His audiogram 
is flat up to 2,000 cycles, but then he has a marked fall in his hearing 
in the two upper octaves in one ear only. His eyes and heart are normal. 
The mother tells me that the boy was certainly jaundiced for a few 
days after birth, but was otherwise quite well, took his feeds, had no 
convulsions and gave no cause for anxiety. The mother is Rh. negative 
and the father Rh. positive, so a rhesus reaction was possible. There 
are therefore two possible causes for his deafness—Rubella in pregnancy 
or Rhesus incompatibility. Which one of these causes operated we 
do not know. Is his cochlea damaged by rubella or has he a nuclear 
deafness from the two possible forms of blood disease, or has he a little 
of both? 

Anoxia is also a possible cause. This lack of oxygen at birth or soon 
after undoubtedly affects some infants, but the subject is a most complex 
one and pathologists tell me that it easily becomes a sort of rubbish 
dump of ill-understood concepts that are used to cover our ignorance. 
It is always possible that a woman who has had rubella at say four 
months, may have a complicated labour producing a half asphyxiated 
baby that recovers well, but shows signs of partial deafness at 2 or 3 
years of age. He may be thought to be suffering from the affects of 
rubella when the deafness has been due to lack of oxygen affecting the 
brain cells. 
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The chances of producing a defective child are naturally of the 
greatest concern to a mother and the general public from the purely 
human point of view, whereas a doctor’s interest is mainly prognostic in 
character. One has been asked about this point and the discussion then 
usually turns to the advisability of termination of pregnancy in such 
cases. Some years ago this was much more readily agreed to than at 
present. It must be remembered that to say that only 10% of children are 
affected is not much help to the anxious patient who is asking ‘‘ What is 
going to happen to me?”’. In the present state of our knowledge we can 
only judge from statistics we have, and then I feel the whole question of 
termination of pregnancy becomes a moral one. On only one occasion 
have I been asked to give my opinion on such a case, and that was where 
a woman doctor suffered from a mild attack of rubella at approximately 
the 14th week of pregnancy. Eventually she solved the problem for me. ~ 
and the other doctors by saying that she was going on with it, and she 
produced a perfectly normal infant. Responsibility makes cowards of us 
all and it is on such occasions perhaps that I wish I had chosen some 
other profession where such difficult moral decisions do not arise. 


DIAGRAM 4 


PERCENTAGE PROPORTIONS OF LIVE CHILDREN 
BORN WITH DEFECTS OF ALL TYPES 


AND SEVERITIES 
34:0 


PERCENTAGE 


WEEKS Up to 4 5:8 9-12 13-16 CONTROL 


Adapted from the Ministry of Health Report No. 101 (1960) 


Diagram 4 has been adapted from the Ministry of Health report and 
shows the percentage incidence and defects of all kinds and degrees in 
children of women who have suffered fromrubellain different stages of 
pregnancy. It includes those children, and they are approximately a 
third of the total, who, as Dr Fisch points out, in the Ministry of Health 
Report, are not realised to be deaf until the age of 2. As we suspected, 
the danger period is in the first few months and after this the chances _ 
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of resultant deafness falls very rapidly. The proportions of the columns 
‘below the dotted line on this chart indicates the numbers of children 
who do not survive beyond the age of 2. You will see that in the cases 


in which the mother has had German Measels in the early stages of 
pregnancy, it is much higher than later on. At this early stage the whole 
embryonic organism is so delicate that the rubella virus produces 
shattering changes that though life may persist, the child is not equipped 


to stand up to the rigours of independent existence. 


To return to Diagram 3, and the effects of rubella in the cochlea 


‘itself, a number of different types of mal-development from the anato- 


mical points of view have been well known for the past 60 years. A 
lot of this work has not been brought up to date, though I do not 
doubt for one moment that it will be. There are technical difficulties in 
preparing sections of the middle and inner ear. They have to be fixed 
within a very few hours after death and since we are not dealing with 
experimental animals we cannot make these sections to suit our own 
convenience. Not many laboratories have facilities for doing it, and 
we all hope that in the future more of this post-mortem material will 
come to light. It is unfortunate that the rubella virus has not been 
cultivated. It has so far not been kept alive on artificial media or passed 
through experimental animals. Moreover until we have successfully 
done this, we cannot produce a useful vaccine against it. It would seem 
at present that this should be our immediate objective, so that all 
young women can be protected against this disease in the same way 
as we can protect them against poliomyelitis or influenza. 

In conclusion I would like to stress that so far there is no specific 


_ antidote to this virus. The prevention of serious and disabling handicaps 


must be our aim, and it presents us with a challenge in public health 
work which, though not major from the numerical point of view, is 
vitally important from the human aspect. Anatomically speaking, what 
nature has not provided we cannot supply at a later date, and we must 
work to assist the orderly progress of natural pregnancy. 

This brief review is a personal one and I will do my best to answer 
any questions that you may have. May I close by asking this Group and 
particularly the parents, if they have seen German Measels in a handi- 
capped child whose mother had the disease in pregnancy? In theory 
at least, where the child has been handicapped by early infection, the 
possibility is that the immunity mechanisms of the infant are completely 
non-existent, but where the rubella occured later in pregnancy immunity 
reactions could take place in the foetus and such a child, unlikely to 
be handicapped, is possibly resistant to the disease in later life. 


Mr STEWART MUNRO Consultant Eye Surgeon, Victoria Eye 
Hospital, Hereford, speaking on ““ THE EYE DEFECTS ” said: 
I am going to talk to you about four conditions which have grave 
ocular complications—two occurring in the pre-natal period and 
two in the neo-natal period. 

Many of you are only too familiar with the results of these diseases 
but I believe you would welcome further information on the nature of 
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the eye involvement, its prophylaxis and treatment. The pre-natal 
disturbances I will deal with first are German Measles, or rubella, and 
toxoplasmosis. In the neonatal period the conditions of retrolental 
fibroplasia and meningitis I believe are well known to you. 


Rubella: with an incubation period of 2-3 weeks and spread by 
direct contract, is a mild infectious disease with virtually no complica- 
tions. It occurs in epidemic form in the spring and early summer 
affecting children and young adults. Perhaps a mild malaise, slight 
sore throat and headache may precede the rash which starts as pink 
spots (perhaps itchy) on the face, ranging in size from a millimetre 
to 5 mm. spreading to the trunk and later to the arms. No treatment 
is necessary—tin fact the whole business is mild and transient but the 
most trivial attack in the first eight weeks of pregnancy invariably 
causes cataracts in the unborn child, as well as a high incidence of 
congenital heart disease, deafness, retarded mind and dental hypoplasia. 
In the third month of pregnancy, rubella is about half as dangerous, 
and after that there is no appreciable danger.| The rubella rash may 
fade in a day; so one wonders whether the pregnant mother may 
suffer from rubella without realising it. 


It was only in 1941 that maternal rubella was indicted on the charge 
of causing congenital cataract by Norman Gregg, an Australian, who 
at first was not taken seriously by his “‘ cobbers ”. Later his momentous 
discovery was supported by a mass of evidence. 


Cataract means an opacification of the transparent collection of 
cells which make up the lens of the eye. The lens, a gelatinous biconvex 
structure enclosed in an elastic capsule lies suspended by tiny ligaments 
behind the pupil. By altering its convexity the lens allows us to focus 
a clear image on the retina of the eye whatever the distance of the 
object. Perhaps about 90% of the population has congenital cataracts 
in the sense that they have small non-progressive Opacities—some very 
beautiful to observe in lustre and form, but of no clinical importance. 
Most of the cataracts which are sufficient to cause impairment of 
reception of a retinal image, and which are present at birth are not 
inherited. The inherited varieties usually appear after adolescence. 
There are notable exceptions, however, (e.g. dominant lamellar type). 
The eyes containing a rubella cataract are usually small and have 
changes in the retina as well. The cataract itself is characterised by an 
opacity which may be complete or a dense central opacity surrounded 
by clear outer layers. The pupil is notoriously difficult to dilate. 

The statistical survey of Gregg’s 78 cases is of interest. In all but 10 a 
definite history of rubella in the first 2 months was elicited. Sixty-two 
were bilateral, or both eyes, 16 in one eye of which 10 had very small 
underdeveloped eyes. Heart lesions were found in 44 of the 78 cases. 
The National Health and Medical Research Council circularised all 
General Practitioners in Australia regarding the problem. 


In the Australian group of the 49 mothers who had had rubella in 
pregnancy 31 of the infants were born with congenital defects—cataract, 
deaf mutism, heart disease, micro-cephaly and mental retardation. 
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It has been shown that avian and mamalian embryos have a high 
susceptibility to infectious agents in contrast to adult tissues, so it 
is presumed that human embryos would also exhibit increased 
susceptibility. 

One may consider in view of the evidence that some form of 
prophylaxis is necessary—whether as some have suggested that contact 
of one’s daughter with a case in another school child should be 
encouraged rather than quarantine measures instituted. Convalescent 
serum could be administered or better still a vaccine prepared if the 
causative agent could be isolated. 


The treatment of congenital cataracts consists of surgical inter- 
vention at the age of 9 months.| By incision of the lens with a special 
knife-needle, sometimes repeatedly, the lens material is ultimately , 
absorbed. Removal of the entire lens is still fraught with danger as the 
semi-solid gel behind this structure is often adherent and if this-is lost | 
grave complications ensue. The eye without a lens can be made to see 
again if a spectacle lens is substituted, that is, providing the retina is 
not affected by degenerative changes usually present, but not always so 
severe as to affect the reception of an image. If the clear gap is small 
enough, and this is not possible to achieve intentionally, one pair of 
glasses can be used for near and distance focus. There are many 
possible complications, but a major and sometimes delayed event is a 
separation of the retina or as we call it—retinal detachment. If the 
operation is delayed too long interference with the development of 
fixation occurs and jerky pendular movements of the eyes becomes 
established—ocular nystagmus. This interferes with vision even although 
the cataract is later removed successfully. 


Perhaps there is a good cause here for extending the present legi- 
slation on permissible termination of pregnancy to women who 
contract rubella in the first 3 months of pregnancy. 

I propose to only give brief mention to a condition with the for- 
midable title of Toxoplasmosis. My reason for including this disease is 
mainly because it is probably much more common than one suspects. 
For example a survey carried out on 467 students in a Blind School in 
America last year revealed Congenital cataract responsible for 50% 
of the admissions, the remaining 50% being broken down into several 
small groups according to diagnosis. Toxoplasmosis was just as 
frequent a cause as any of the otherswhich included congenital glaucoma, 
congenital syphilis, retrolental fibroplasia, injuries, retinoblastoma and 
so on. Here in toxoplasmosis we have another disease being transmitted 
to the unborn child by an apparently asymptomatic and therefore 
presumably healthy mother. 

The organism responsible for toxoplasmosis was first discovered in 
a North African rodent although this intra-cellular parasite was 
almost simultaneously described in rabbits in Brazil 50 odd years ago! 
A curved cresenteric elongated organism, it may be responsible for 
death of the foetus or with survival the infant may exhibit blindness 
due to patches of inflamation in the inner coats of the eyeball. This 
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parasite seems to have a predeliction for nervous tissue causing inflam- 
mation of the brain, convulsions and deformity of the skull due to 
raised intracarnial pressure with various sequelae. 

Those infected later in intra-uterine life may suffer jaundice, anaemia 
and diarrhoea or generalised febrile disease and even mental retardation. 
In the mildest infections the child may be born with the disease which 
is unrecognised by the physician, but later develops a recrudescence 
of some hitherto unsuspected focus of ocular inflammation which may 
proceed to cause blindness. Mothers who give birth to toxoplasmic 
infants may have no outward symptoms of the disease they have 
acquired during pregnancy. The site of entry of the organisms in 
causing human infections is not known although it is thought oral 
transmission likely. It is curious to find that eye complications in the 
acquired disease are almost unknown, yet so common when the foetus 
is infected. There are blood and skin tests which can be carried out to 
support a diagnosis, but the prophylaxis and treatment is still un- 
satisfactory despite the fact that the first case of human toxoplasmosis 
was diagnosed 20 years ago. Unfortunately the blood test—one of 
the most reliable—is difficult to perform and requires the handling of live 
organisms. Perhaps this has restricted its use. One might think that 
mass examination of mentally retarded children might produce enough 
evidence that congenital toxoplasmosis is a Public Health problem 
of importance. Various city populations in the U.S. show from Lie 
to 35% positive sera for toxoplasmosis. 

When ten human populations were tested by Feldman and Miller in 
1956, it was interesting that Tahiti was 68 °% whilst the Eskimos had no 
positive sera. 

Now a neonatal disease: 

Retrolental Fibroplasia—a condition I saw fairly frequently in the early 
’50’s—is now, thank goodness, a rarity. Relatively speaking this is a 
hurricane disease leaving in its wake great tragedy. | 

First described by Terry in the American Journal of Ophthalmology 
in 1942 it had by 1949 become the commonest cause of blindness 
among children in America, where it was responsible for one third of 
all the cases of blindness prior to school age. The date of discovery to 
the final control, which was due to workers at the Institute of Ophthal- 
mology in London, spans only 12 years. 

Prematurity was recognised as an essential feature of this syndrome 
but the reason for the mass of scar tissue which formed behind the 
lens of the eye was the subject of much discussion. The incidence 
varied from town to town, country to country, but did vary inversely 
with the birth weight, being most common when the birth weight was 
less than 3-lbs. The association between oxygen therapy and retrolental 
fibroplasia became apparent—when oxygen was restricted no cases 
appeared but when liberally employed,it was seen that the incidence 
rose. The mechanism was shown by Professor Norman Ashton and 
his co-workers at the Institue of Ophthalmology by experiments on 
the developing retinal vessels in newly born kittens. These animals were 
subjected to high concentrations of oxygen which was then withdrawn 
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after a few days, and the left ventricle of the heart was then injected 
with Indian ink after which the retinae were removed for study—the 
tiny vessels (arterioles and capillaries) of the retina containing the dye. 
It was demonstrated that high concentrations of oxygen caused a 
shut down of the developing retinal vessels the retina getting its oxygen 
from the vascular middle coat of the eye (the choroid). The new develop- 
ing vessels on becoming abliterated did not re-open because they were 
stuck together. When, however, the kitten was removed to atmospheric 
condition there was a mass of grossly disordered new vessel formation 
which grew wildly, initiating a train of events which led to the detach- 
ment of the retina and the formation of the retrolental membrane or 
retrolental fibroplasia. New blood vessels are very porous and the 
protein fluid seeps into the vitreous, detaching the retina and later 
forming dense fibrous or scar tissue. Prevention, therefore, lies in low 
oxygen pressures for a restricted period and gradual withdrawal to 
atmospheric conditions. If a high concentration is inadvertently 
administered then anticoaguents could be given to prevent the vessels 
from thrombosing. 
Meningitis is the other neonatal condition I wish to mention: 
Cerebrospinal Fever (meningococcal meningitis)—the clinical signs are 
extremely varied but perhaps the most common ocular complications 
are iritis, endophthalmitis (abscess of the vitrous) or panophthalmitis. 
They usually appear early and require intensive local and systematic 
antibiotic treatment. Tuberculous Meningitis. The ocular complications 
here are due to adhesive processes and develop within the first few weeks 
—early treatment is therefore important. The optic nerve heads may 
show a watery puffy appearance—not congested but palish and swollen 
and this is thought to be due more to local adhesive processes at the 
chiasma or along the nerve itself affecting the nutrient vessels, to the 
nerve running in the pia-mater, a membrane directly covering the 
optic nerve, rather than to raised pressure within the skull (hydrocepha- 
lus). Conservative treatment with Streptomycin etc., often helps. 
There is another type where the disc is florid and swollen and it is 
considered that if this type of swelling persists for more than 3 weeks the 
danger of irreversible fibrous tissue formation in the nerve head 
becomes possible, so neurosurgery is often advised. The pressure in 
these cases builds up in the inner compartments of the brain (internal 
hydrocephalus). It is difficult to make up one’s mind about the nerve 
head in these patients, of course, when it is borderline, and children 
who are very ill are difficult to examine. However, the pupil reactions 
are useful indicators of optic nerve function and where deeper pupilary 
fibres run; also the child’s reaction to moving objects especially in 
certain fields which may give information on deeper oculo-cerebral ° 
connections. A vacant stare with large fixed pupils are findings of 
great concern. Raised pressure in the inner chambers of the brain or 
ventricles can, of course, damage the blood supply to the optic nerve 
tracts within the brain. Perhaps the early adhesive processes are not 
very damaging to the optic nerves themselves until fibrous tissue 
formation occurs. 
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Blindness should not be definitely considered without considering the 
child as a whole—due sometimes to lack of subjective intercommunica- 
tions one must look for signs of visual grasps; fixation of objects 
unobstrusively presented, pupil and blink reflexes, head posture, 
ocular movement etc. Fixation develops between 3 to 6 months and 
visual acuity increases rapidly up to two years and then slowly to 
8 years when acuity and visual reflexes are fixed. 
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DR A. HOLLMAN M.R.C.P. Lecturer in Medicine, Postgraduate Medical 
School, Hammersmith, speaking on RUBELLA AND CONGENITAL 
HEART DISEASE, said: 

It is thought that about 15% of rubella pregnancies give rise to 
children with heart disease (Ingalls), but one wonders if the actual 
importance of rubella in causing heart disease is really known. The 
commonest lesion to be caused by rubella is the patent ductus arteriosus 
and this is found in at least § of children with rubella heart disease 
(Rutstein et al, 1952). Some children have this lesion together with 
pulmonary stenosis (a narrowed valve), and Heiner and Nadas (1958) 
studied six patients with this combination of lesions. Only two actually 
give a rubella history with a doubtful history for a third. Three of the 
patients with a negative history had other defects (sight, hearing, 
mental and physical retardation) suggestive of the rubella syndrome. 
° Now Heiner and Nadas made the very important observation that all 
these six children were born between October 29th and March 21st 
—exactly the birth distribution to be expected from maternal infection 
with rubella, which is a disease of the springtime. A study of the birth 
dates of the the Rubella Group for Deaf/Blind Children shows that 
practically all were born within this period—even those with no 
definite history of infection. 
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As has been mentioned patent ductus is the commonest cardiac lesion 
from rubella, but ventricular septal defect (hole-in-the-heart) is also 
fairly common. At Hammersmith Hospital, eighty-six children with 
this condition have been operated on with the heart-lung machine, 
and of these four had a definite history of maternal rubella, one had a 
suspicious history and one was a contact. Of the four with a definite 
history, three of the children had more than one thing wrong with the 
heart; two having the patent ductus in addition to the V.S.D. and one 
having pulmonary stenosis. The patient with a history of contact had 
an atrial defect in addition and the patient with a suspicious history 
had pulmonary stenosis in addition. Contrariwise, none of our patients 
with cyanotic heart disease—chiefly Fallot’s tetralogy (blue babies)— 
had a history of maternal rubella, and in Campbell’s series of two 
hundred and fifty such patients, only three resulted from rubella 
pregnancies. 

Diagnosis It is unnecessary to go into details in this particular article, 
but the situation may be summarised as follows. The straight forward 
patent ductus can be diagnosed easily on clinical examination, and no 
special tests are necessary. When pulmonary stenosis, ventricular defect 
or other lesions are associated, then catheterisation of the heart is 
needed to detect the extra anomaly. If the patient is blue, then a special 
X-ray test,angiocardiography, is needed in every case to outline the 
interior of the heart. In rare cases where the patent ductus causes 
heart failure in infancy a special X-ray—retrograde aortogram—is 
required to outline the ductus. 

Treatment. Patent ductus is easily and simply dealt with by a surgical 
operation, the ductus being firmly tied with several thread ligatures. 

The operative mortality is extremely low (under 4°%). The associated 
pulmonary stenosis needs a more complicated operative technique 
(hypothermia or heart-lung machine), but again is not too difficult to 
deal with. Ventricular septal defect operations require the use of the 
heart-lung machine, and this tends to be a complicated operation, 
and the mortality is around 5 to 10%. The rubella patients with cyanotic 
lesions again need the heart-lung machine, and they are known to be 
poor risks, mortality up to 25%. 

Summary and Conclusions. One feels that the importance of rubella as 
a cause of congenital heart disease may have been underestimated. 
For example, when one’s suspicion is aroused, as in the recent case 
of a boy of 8 years with deafness and pulmonary stenosis, one tends to 
enquire closely into the pregnancy history, and in this instance the 
mother had had a flu-like illness for 3 days at the sixth week of preg- 
nancy. In a further boy of four years with micropthalmia and mental 
retardation, together with a ventricular septal defect, the mother had 
had an illness with fever, and enlarged glands behind the ears, but no 
rash, at the second month of pregnancy. I am going to undertake a 
careful study of the birth dates of all the children operated on at 
Hammersmith for congenital heart disease to see if this will give any 
clue to the likelihood of there having been maternal rubella. Preparing 
this article for the Conference has certainly provided a most useful 
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stimulus for thought on this subject, and I am grateful to the organisers 

for inviting me to it. 

References: Campbell M. (1949). Genetic and environmental factors 
in congenital heart disease. (Quart. J. Med. /8, 379 
Heiner, D. C. and Nadas, A. S. (1958). Patent ductus 
arteriosus in association with pulmonary stenosis. 
A report of six cases with additional noncardiac 
congenital anomalies. (Circulation /7, 232. 
Ingalls, T. H. quoted by Heiner and Nadas. 
Rutstein, D.D., Nickerson, R. J. & Heald F. P. (1952). 
Seasonal incidence of patent ductus arteriosus and 
maternal rubella. (Amer. J. Dis. Child. 84, 199. 


Points from Discussion—Session 2. 


Mr G. Williams (Headmaster, Walthamstow School for the Partially 
Sighted) asked if the rubella child had both heart and eye defects, 
which should be tackled first. 

Dr Hollman said the patent ductus usually associated with rubella 
was a simple condition that could be dealt with at any time from two 
years. It normally did not give rise to serious trouble in the earlier 
stages, but if it did, operations could be done from the age of a few 
weeks. Hole-in-the-heart operations requiring the use of the heart-lung 
machine were avoided before the age of two, except in emergency 
cases, because the co-operation of the patient is needed. The time of 
operation often depended on the time the defect was discovered— 
sometimes this was not until the child went to school. 


Miss Galbraith asked whether mothers of deaf/blind children should be 
allowed to go into hospital with the children and Dr Hollman replying 
said it was not usually found necessary if visiting hours were liberal, 
unless the hospital staff required help in managing the child. 


Mr D. Burton (Deaf Welfare Officer) asked if the eye and ear conditions 
which had been mentioned were capable of improvement at any later 
stage? 

Mr Munro replied that meningetic damage was permanent, but later 
examination often showed a better assessment than had at first been 
thought. Mr Owen said he did not think there was any improvement in 
hearing. 

Mr P. Gaskill (Headmaster, Royal Cross School for the Deaf, Preston) 
asked whether there was any pattern in the hearing loss and within 
what range of frequencies were rubella children affected. 

_ Mr Owen, supported by Mr Reed (Psychologist, Audiology Unit, Grays 
Inn Road) said that rubella tended to produce a flat audiogram as 
opposed to the nuclear deafness of post-natal jaundice which produced 
a high tone loss. Dr Fisch’s research had shown a flat loss of about 
60 Db. and Mr Reed said in his experience all those born in 1940 had 
had a more severe loss—did this suggest that there might be differing 
kinds of rubella virus? 
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Miss Mundahl (Home Teacher for the Blind, Yorkshire) asked if 
anything had been done in the way of research on preventative vaccine 
for all expectant mothers? 

In the very full discussion on this question it was apparent that since 
no vaccine was at present known, research on this was of pressing 
urgency. Giving the vaccine would present difficulties and the length of 
immunisation would be unknown. Rubella “ Teaparties” whilst 
commendable, should be regarded with reserve as 2nd attacks were 
not unknown (there were 5 examples within this small Parents Group) 
and would appear to have severe effects on the embryo although only 
transient in the mother. 

Mr T. Brown (Headmaster Tottenham School for the Deaf) asked 
whether there was any evidence that there are any virus diseases other 
than rubella producing these same defects? 

Mr Owen said the Ministry of Health Report No. 101, ‘‘ Rubella and 
other Virus Infections during Pregnancy ” stated that there was no 
evidence yet that other virus diseases can produce anything like the 
defects that rubella can. Dr Hollman pointed out that at the moment 
there is no means of proving the cause in the suspected rubella cases, 
only inferential evidence. Research might be able to find anti-bodies 
produced by rubella. Other virus diseases can produce heart lesions, 
but there was this particular set-up of the two lesions together with 
the rubella child. Flu could bedetected by serum anti-bodies, but such 
detection is difficult and took a long time—but the possibility of rubella 
anti-bodies could be a matter for research. There was evidence that 
the rubella normally occurred in the spring and the summer, that the 
rubella child was usually underweight—these facts combined with 
clinical pathological evidence could help to show that the most probable 
cause of the defects was rubella. 

Mr Burton suggested there should be a central agency where parents 
could get medical advice and support and be directed to the nearest 
general practitioner interested in handicapped children. 

Dr Longmore pointed out that G.P’s were not specialists—the pediatri- 
cian in the area should be the one to help and advise and also to 
arrange for continuous care throughout the child’s life. 

Mr G. Williams asked if the child has bilateral cataracts, is the surgeon 
content with one good working eye? 

Mr Munro said no, it was most important to give bilateral vision if 
possible. 

Mr G. Williams asked if the Toxoplasmosis could be conveyed to 
the eyes by domestic animals. 

Mr Munro said this was possible, it was carried by birds and rodents. 
There was also a condition of blindness called toxicosis caries which 
was transmitted to children by dogs and which resulted after a time in 
loss of macular vision through a laval worm, permanent blindness 
ensuing. He said there was great danger in the household pet. 

Dr Hollman said he would like to make the point that the correction of 
the heart defects made a marked improvement on the bodily functions 
of the child, giving a greater degree of physical well-being and mental 
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alertness. He also wanted to emphasise that rubella heart lesions rarely 
gave rise to “‘ blue babies”? and it was encouraging that, whilst he 
could not say that every rubella child could be fully cured, it was true 
that by and large they had lesions which were imminently treatable and 
in that respect were more encouraging than the other defects these 
children had. 


3rd SESSION 
2 p.m. SATURDAY, 7th JANUARY, 1961 


Dr H. M. COHEN, C.B.E., Principal School Medical Officer, Birming- - 
ham (also representing The Society of Medical Officers of Health) the 
Chairman of the Session, introduced the Speakers. 

“PARENT NEEDS ” by Four Parents 


Mrs Freeman said: I would first of all like to say that we in no way feel 
our problems with deaf/blind children are unique—all parents of handi- 
capped children are faced with great difficulties. In our case, through the 
regular progress reports we keep on our children, we are able to high- 
light our own major difficulties and we feel sure that ways and means can 
be found to ease some of them. We have carefully discussed these diffi- 
culties with our professional friends and with the help of the Working 
Party, drawn up a plan which, if it can be implemented, should go some 
way to easing the burdens of the parents. This plan was submitted to 
Mr Myers and Miss Shields and has their approval and support. You 
have all been given copies of this plan which I will read over and then I 
would like to elaborate a little on some of the proposals in it. 


“Assuming that the child with the sight and hearing handicap is 
‘““ known ” about as soon as possible after birth: 


1. During the first 6 months the mother needs to adjust herself to having 
a handicapped child and this is when a parent of a similar child is 
probably most able to give reassurance and help with the immediate 
problems of feeding, etc. 


2. From 6 months onwards parents should have the benefit of a 
COUNSELLING SERVICE—such service to consist of a Counsellor 
or Counsellors to be: 

(a) based on the school which provides educational assessment, 

(5) able to spend regular (up to 4 times a year) periods of not less 
than 3 days in the home of the child. 

(c) able to give parents advice on the best specialists to approach in 
order that these children, as far as possible, go through the hands 
of the same people and therefore build up a concentrated and 
co-ordinated knowledge of the various handicaps instead of the 
present rather sporadic one. 

(d) able to show parents how to make early use of sight, hearing, 
touch and smell, 
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(e) during their visits give the parents an opportunity to visit 
schools for the deaf, for the partially deaf, for the blind and for 
the partially sighted so that they may better understand their 
children’s handicaps, 

(f) to make parents realise that home training is an assurance of 
future educational help. 

3. From the age of 2 years onwards up to placement in a school (or 
longer if necessary) regular periods of assessment in an educational 
environment: 

(i) of not less than a week, 

(ii) the mother (or familiar adult) to remain with the child for at 
least a week, 

(ii1) such assessment to be at least once a year, 

(iv) the Counsellor should continue to visit (though not necessarily 
to stay) between assessments. 

4. That provision should be made for accommodation for children 
during times of family stress or to give mother a break. 

5. That when such services are arranged, the Ministry of Health are 
asked to publicise to G.Ps, hospital almoners and medical officers of 
health.” 

We began as you see, by “ assuming we hear about the children at 

birth’’—thisis unfortunately very rare. Far more frequently do we have 
letters from parents of a 3 or 4 or even 5 year old with the heart-rending 
cry “if only I had been put in touch with you sooner, I[ have felt so 
alone ”’. The successful implementation of our plan therefore depends 
on finding a means of contacting new parents right from the start. 
Point | is of course the rightful function of the Rubella Group and I 
feel that with 6 years experience to draw upon we are now well equipped. 
It is only the parents of a similar child who can give the encouragement 
and sympathy so very much needed to dispel the fears and anxieties of a 
mother who finds that her new baby can neither see nor hear properly. 
Only a similar parent can explain and help with the visits to specialists, 
operations that have to be faced and even more so the almost inevitable 
problems of feeding, sleeping, late physical development which can often 
cause more worry than the major handicaps for which the specialist can 
offer some alleviation. 
Point 2. I imagine we all agree that the earlier we can begin with these 
children, the better, and almost all of us would agree that wherever 
possible, this should be at home rather than in a residential school. The 
emphasis in this section is then on help for the parents and since it is to 
be within the home itself, we feel that this is where the teacher or 
COUNSELLOR should go in order to show parents how to make the 
most of their available material. Such a Counsellor needs, we feel, time 
to watch mother and child within the family circle before she can give 
guidance that can be within the capabilities of them both—hence our 
suggestion that the Counsellor’s visit should be of at least 3 or 4 days’ 
duration. And it must be frequent for often it is a long time before we 
get results and unless we have frequent encouragement it is all too easy 
to lose heart and give up trying. 


Dm 


Point 2(c) is suggested because it has been the experience of many of us 
that precious time is often wasted while one handicap waits upon the 
other. 

Point 2(e) is again the result of Group experience. It is only by watching 
the experts at work and seeing the response of the children, that we can 
have any real idea of the implications of the dual handicap. And probably 
the visit of the Counsellor is the only time Mother can leave her child 
knowing it is in experienced hands and free from this worry, she is able 
to concentrate on what she has to learn. : 

Point 3. Since at present Condover Hall is the only centre with experi- 
ence and facilities for the assessment of the deaf/blind child, it is of 
course to them that we have addressed these proposals, and I think 
Mr Myers will be saying something about them later this afternoon. 
Parent help must continue as before, but now at the age of two, along- 
side this there must be regular and frequent assessments made by a 
qualified team who thereby begin building up a picture of progress and 
attainment which will be invaluable when the time comes to decide on 
the most suitable method of education. 

Points 4 and 5 speak for themselves I think and need no comment. 

These then are our proposals and I hope that discussion at the end of 
this session will bring forth some suggestions as to how they may be put 
into operation. Because of the very nature of our children’s handicaps, 
it is all too easy to judge their mental capabilities harshly. Without 
frequent expert help a parent cannot make the most of the early years. 
Without continuous expert watch on their development, the children 
cannot be considered to have been given a chance to show their potenti- 
alities. Assessment is difficult, but with the careful watch our plan will 
ensure, we should be able to provide the most suitable training for the 
child at the right time and without delay. 

Mrs Trueman said: I would like to stress the needs of parents for a 
break from what is often a 24-hour a day job. A simple evening out 
means finding the all too exceptional kindly and understanding baby- 
sitter. Having friends in is difficult—not so much from the point of 
view of time for preparation, but because one’s friends soon lose in- 
terest in an evening which is punctuated by the frequent disappearance 
of Mummy and/or Daddy to cope upstairs. As for invitations back to a 
friend’s home, this can be a nightmare if your friend happens to be fond 
of china ornaments and the like. Though it must be said here that we do 
have some good friends—our fellow group members—and it is a real 
joy to be welcomed to a home that is used to one of “ our ” children. 
It is even possible for an annual holiday to be more restful at home than 
away, for just to sit on the beach is not to relax for here is needed an 
even more strict watch then ever. In short, parents are rarely able to 
live any life free of this one child. We accept the responsibilities, but as 
human beings and individuals, feel entitled to and long for a little relief 
and life of our own, however short and infrequent these intervals may be. 

The strain of coping with the handicapped child without a break 
usually leads to tension in the family. Incompatible points of view 
between parents, both thinking their line of action is the right one for 
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the child, or overtiredness leading to frayed tempers, can have disas- 
trous effects on a marriage. Even within a small group such as ours 
we know this to be so. This in turn does great harm to other children in 
the family. I think other children in the family accept the handicapped 
child well enough, but the wellbeing and harmony of both parents makes 
an immense difference to the whole atmosphere and happiness of home 
and family. And again what of the young friends who may visit the 
home—they certainly come more willingly than their elders, but the 
unintentional unkindness of their mimicry of the handicapped child can 
cause great unhappiness to his brothers and sisters. 

It seems to me that some means of obtaining reliable help for occa- 
sional evenings for the parents on their own and a holiday once a year 
either together on with their normal children, would be absolutely 
invaluable—it would help mother and father to be really together and 
perhaps grow closer, free for a while, free from a child whom they love 
dearly, but who needs more attention and patience than can be given 
without considerable strain. 

It is an appalling fact that we have not been able to find one place in 
the entire country which is prepared to take our problem child and leave 
us free for a short holiday—and a well earned rest. 

Mrs Witt said: Although we may not realise it, I suppose most of us 
choose our friends for what we can get from them. There is mutual 
interest in music or books or sport, or maybe religion. We find them 
amusing or stimulating, or just good listeners. The child handicapped by 
deafness and poor sight has so little to offer, without requiring much in 
return. 


Many people admire my child from a distance, but few will risk 
contact. They are afraid of being unable to cope or of being em- 
barrassed. And those who do so, soon reach the limit of their powers of 
endurance. She can be an amusing talker, but it takes an effort to listen 
and answering is slow and sometimes an impossible process. 


Because of the rarity, fortunately, of this particular combination of 
handicaps, there is virtually no possibility of meeting anyone similar to 
her, in her age group, living near enough for companionship. 

Where there is genuine interest shown by presiding grown-ups, I 
have found children responsive. Such as in private homes, at dancing 
class, Brownies and Guides. But there is never enough attention available 
to hold the interest of the deaf/blind child for long. 


Since Sheila has been in her teens, we have received most encourage- 
ment and welcome from a group themselves handicapped, the local 
Blind Club. But being hearing people, they naturally plan their enter- 
tainment to make full use of this ability and only about a third of their 
programme is of any use to someone who is deaf. 


Because of the isolation caused by the handicaps we have gradually 
lost our friends and there is little in our home to attract new ones. 
Hence we have practically no visitors and very few opportunities to 
visit. Sheila and I live alone, but are both social people and are willing 
to put something into a Group, if only we could find one to fit. 
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An attempt has been made to visit the Hard of Hearing Youth Club. 
But without an interpreter Sheila cannot join in and I am too far from 
the upper age limit to make a regular practice of going. 

Modern Society, while doing so much for many of its members, by 
the abandonment of the family unit as a social basis, tends to leave out 
in the cold those in most need of companionship and diversion—those 
who are unable to make the pace. 


Mrs Brock said: The last three speakers have been talking of the 
difficulties and frustrations of life with a deaf/blind child, but I want to 
speak of the rewards and priviledges of being the parent of such a child. 

Rewards come when you find that you can take your child about with 
you in the certainty that he will behave in a socially acceptable manner, 
and when you can watch him enjoying films or a circus, in the front 
row of course, laughing at the clowns or peering up at the trapeze. 
Then you forget the years of struggling to bring up two children with 
two different standards of achievement and the attendant despairs and 
difficulties, and realise that your handicapped child has given your 
normal child an insight and sympathy for the less fortunate that will be 
of use to him all through life. 


And of course we are priviledged to see the best side of everyone, all 
those with sufficient imagination, or even compassion to realise what an 
effort of will it is to go about with a child whose behaviour singles you 
out from the anonymity in which most of us live, want to help in some 
practical way and to show they understand and sympathise. 


The poor soul I have mentioned before, who cried large tears into her 
purple knitting all the way to London at the sight of me spelling to 
Christopher, has long been forgiven in the pleasure of the shopgirl who 
wanted to learn the manual alphabet so that she could talk to him, and 
the dear old lady at the Old Kent Road bus stop who impulsively gave 
him sixpence “‘ because it was her birthday and he made her feel all 
funny inside ” was only expressing her sympathy. 

To gain these rewards and privileges, you have to be prepared to talk 
about your child all the time. You will have questions from strangers, 
some thoughtless, some annoying and some merely curious, and each 
time you will have to begin, patiently at the beginning—‘“‘ No, he’s not 
spastic, he’s deaf’ and so on. You will have to explain his presence with 
you in a ladies lavatory, or face accosting a stranger with the odd request 
that he take your son to the gentleman’s lavatory. But each time you 
have explained him properly you will find that you have made another 
friend and aroused one more person’s interest ina type of handicap 
they had never before considered. 


Only a week before Christmas in a crowded store, Christopher nearly 
knocked over a small frail lady he simply didn’t see. She turned on him 
with a face of fury, but seeing him gazing down at her benignly through 
his thick glasses, her expression changed completely and she pressed 
something into his hand—seeing me look surprised, she said ‘‘ I’m 
sorry it’s only ninepence dear, it’s all I’ve got with me” and hurried 
away to point us out to her friend. 
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And which of you here today has the great and undeserved privi- 
lege I have, of having a London Transport bus stop, not at the proper 
stop, but some few yards short of it, at the very end of my road. The 
driver is the one who took Christopher to school for nearly two years 
and he wants to show me he remembers him and understands, and wants 
to help—there’s privilege for you! 


MISS WENDY GALBRAITH, Teacher of the Deaf, speaking on the 
subject of “PRE-SCHOOL HELP” said:I understand that our visitors 
here come from many specialities including the medical, educational and 
social services, Public health representatives and of course the parents 
who have children suffering from the double disability of poor sight and 
hearing. 

| therefore find it a little difficult to be sure that what I have to say will 
be of interest to all, for each individual will regard the problem from 
his own particular interest. I hope however to have an Opportunity to 
answer questions later and will then repair any omissions. 

I would like to stress to the parents that it may seem that I am being 
too objective about a problem which to you has a very personal and 
significant meaning. You will understand, I am sure, that this does not 
mean that I do not recognise the very great worry you have all had and 
are, indeed, still experiencing. It is all very well for those of us whose job 
it is to offer advice, but I for one never forget that you have to live with 
the problem day by day. 

I think we must be quite clear in our minds that there is a real need for 
what this programme terms Pre-School help. 

I would suggest that the majority of children today require some sort 
of aid in their pre-school years, regardless of whether their senses are 
unimpaired. Certainly in these days of rush and hurry, in spite of all our 
labour-saving gadgets, many mothers want some guidance in raising 
their children, especially in the years before school. The waiting lists at 
the child-guidance clinics are proof enough of this. Father is expected, 
these days, to take his share in the upbringing of the family and to help 
with solving the problems of family life. So that we must not omit his 
need of help too. 

My own experience leads me to believe that happy parents make 
happy children and for that reason I would put the needs of the parents 
first .. . but I feel that children have a greater difficulty today in adapting 
themselves to the requirements of the adult life than they did in my 
childhood. Competition in the world at large is great and as far as we 
can judge likely to become greater than lesser. In many households, 
especially where Mother has to go out to work, there is too little time to 
spend on the normal child, let alone on the disabled one. 

Where “ exceptional” children are concerned (and I prefer to use 
that “* Americanism ” to refer to the child with a disability than call 
them handicapped) the parents are faced with the up-bringing of a child 
the like of which they have probably never met before. (I am convinced 
that in the help provided by the Group in introducing parents to each 
other lies the greatest value of the organisation). In the first five years of 
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life, the ordinary child learns much more rapidly and indeed learns 
much more in content than in any other similar: period of his life. 

From a helpless being at birth, he learns to move, to co-ordinate his 
limbs, his eye and hand, to explore his environment through sense of 
sight, hearing, feel, taste and smell. He learns the meaning of personal 
relationship and socially accepted behaviour and through this he 
established his sense of security and the skills by which he can communi- 
cate in order to build up these relationships, i.e. language and speech; 
by the former I mean the understanding of speech and all its difficulties 
of syntax, by speech I mean the ability to express himself through the 
medium of vocalisation and articulation. If the ordinary child has to 
utilise all his senses, as we believe he does, to learn to stand on his feet, 
not only physically, but mentally and psychologically as well, any of our 
exceptional children with a diminished acuity of senses will be deprived 
of the normal channels of learning and will require help to compensate 
through other means if he is to make the most of his inate ability and 
have any hope of being able to live in due course in an adult life. While 
I am always amazed at the compensations that Nature so often provides, 
these children of ours need all the help they can get. Another fact we 
must bear in mind is that of maturation. There is an optimum “ stage ” 
for learning different things and for most of the essentials of develop- 
ment, these stages lie in the first five years. In the case of the children we 
are thinking about this weekend, this developmental period may very 
well be expected, because of deprivation, to extend beyond any set 
chronological period. 

These children, whose sight and hearing do not come within normal 
limits, vary very much indeed in the extent of the sight and hearing loss. 
While we meet with general characteristic problems, yet they are all even 
more individual than the ordinary child and their problems must be 
studied as such before we can help. I must therefore keep to generalisa- 
tions in the time allotted to me. 

The first obvious result of a combined sight and hearing defect, is an 
almost inevitable delay in physical progress. With normal sight but 
defective hearing, the baby quickly compensates by using his vision to 
explore, in the initial stages, his environment. With normal hearing and 
very poor sight the baby often is attracted to his surroundings through 
hearing. 

In both cases the need to have a closer experience of his background 
may act as a stimulus to get him moving, first be raising his head then 
sitting and as his interest in his environment widens, by crawling and 
walking. 

If the child has the added disability of a defective heart, the physical 
development may be even more retarded. 

I would suggest that the exceptional child needs a great deal of 
artificial encouragement through the kinesthetic sense probably to 
explore his environment. Encourage also the use of smell with which to 
identify people. 

I wonder how many of you remember a Greek child brought over 
here about 1949 or 1950? I saw her on several occasions and although 
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12 years of age she was very much “ pre-school” in her need for ex- 
perience and knowledge. She learned very rapidly to recognise me by a 
combination of the scent of the particular face powder I was always 
careful to wear when she came to see me. I was very interested to learn 
from the guide who accompanied her of the way in which she compen- 
sated through using her touch and her sense of smell as a means of 
identification. In spite of her double defect, she was very interested in 
clothes. She was given a new outfit at Selfridges. She showed immediate 
recognition and pleasure on a return visit to the store as soon as she 
entered the main door which opens on to the cosmetic department. 

One of the greatest difficulties which I feel we meet with in training 
the rubella deaf/blind child is his almost fanatical obsession with light 
as most of them seem to have enough sight to enjoy light. In many cases 
it seems to me to almost prevent them from gaining any benefit from 
their residual hearing. 

I wonder sometimes if we should try blacking them out for a period 
every day, and yet I am somewhat loath to make this suggestion in view 
of the fact that the ordinary child seems to use his sight so very much in 
the early days of his life and I would regret being responsible for an 
unneeded frustration of a child already frustrated by loss of acuity of 
two senses. I shall be very interested to hear later of the experiences of 
others in this respect. 

Because of deprivation of sight the rubella child will have little op- 
_ portunity of associating what he can hear with visual pattern. If there- 
fore they are to use their hearing to its best advantage and if we are in 
any doubt as to the severity of the degree of deafness I am sure they 
should have a hearing aid at an early age. The training however must be 
carefully supervised in case the loss is not so severe as was first thought. 
It will probably be necessary to utilise the kinesthetic sense here for the 
purpose of association. Mr Owen this morning referred to the possibility 
of an aphasic condition being present and I have seen cases that would 
suggest this. 

I have found that many of our children take pleasure in a rocking 
movement, but I feel we must guard against this becoming an obsession 
like the pleasure experienced by light. I would suggest that we try to 
encourage the child to associate this with an individual. Those of you 
who know Shirley Griffiths may be interested to hear that when she was 
very young she obviously recognised her father by the way in which he 
swung her up in the air, for whenever she touched him she would make 
the movement of being lifted up. Likewise the welfare officer also had a 
special way of swinging her and this Shirley recognised. When the 
rubella child does move at first this often consists of moving along on his 
back and this form of locomotion seems to satisfy the child much longer 
than it does the parent. It takes time and a great deal of encouragement 
to get them past this stage. Once they are strong enough to sit by them- 
selves, they will be encouraged to walk only if given an incentive and it is 
difficult for the mothers to find a suitable one. With some of the children 
we have tried the rather old fashioned method of standing them on our 
own feet with their backs to us and walk them along like that. It is 
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sometimes possible to use their interest in light if it still persists, as a 
stimulus, holding either one or two hands and putting a lamp at the far 
end of the room. We must, of course, never lose sight of the fact that it is 
not only our children who present this problem of delayed locomotion. 

The next difficulty seems to me to be the lack of recognition by many 
of the children of human relationships. I wonder sometimes if the neces- 
sary early hospitalisation of many of the children does not intensify, 
through the deprivation of what little they may recognise, their sense of 
insecurity and thereby causes an even more intense withdrawal from 
their world. This is the result sometimes of early hospitalisation of the 
normal child. 

I feel that while the child should not be handled by more than one or 
two people in his every day routine, it is a good idea to subject him to a 
variation of personnel. He should be encouraged to meet people from . 
outside his home environment, but in his home too. Could we not 
encourage the friends to wear a distinctive perfume for example? Or 
wear some distinctive garment or piece of jewelry? 

Feeding and toilet training seem to be more of a problem with the 
blind/deaf child than with children suffering from deafness alone. I 
know of no easy way of dealing with this problem. Variation of taste in 
food which is already and always reduced to pulp may encourage more 
interest in actual feeding. It seems to be a long time before the child 
shows any interest in feeding at all and the introduction of the slightest 
roughness will put him off whatever you are offering. It is very impor- 
tant, however, not to give up. Periodically food which is just a little less 
smooth should be tried. I have known several cases where a necessary 
change (e.g. a short stay in a holiday home) has produced a great im- 
provement in eating habits. I sometimes wonder if these children don’t 
very early learn how to diddle mother! ; 

[have never received a satisfactory explanation for the rubella child’s 
complete disinterest in all food. It is a symptom we meet in the case of 
children who have only been deaf as a result of the disease, but in a much 
less severe degree. 

Toilet training is I am sure closely connected with the physical de- 
velopment and again success will only come if there is continued perse- 
verance by the mother. 

Perhaps the greatest problem for the parents of the exceptional child 
is that of intergrating him into the family unit. Earlier on I said that I 
regarded the needs of the parents as of first importance and it would 
seem perhaps that in speaking of the child’s difficulties I have been quite 
inconsistent. | 

By stating the problems and difficulties, however, I hope I have 
demonstrated the undeniable fact that if these children are to receive 
the help they need it must come through individual effort, preferably on 
the part of one person and this will inevitably be mother with help from 
father when he is at home. 
| Apart from the physical effort there is a great deal of emotional strain 
involved as well. First the difficulty of accepting the situation for what it 
is. I do not believe it is possible for anyone who is personally concerned 
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with this problem to say to herself “‘ it just doesn’t exist ” and so accept 
the problem just like that. By ‘‘ acceptance ”’ I mean that, having found 
_ out as much as possible about the physical condition of the child and the 
extent if any to which he can be helped by medical science, one must then 
get down to the more positive approach of doing some kind of training, 
by giving the child the attention he needs and by trying to find someone 
to give you help and guidance. IJ am well aware that for many parents 
there are no facilities in their area of this sort, but the contact with 
other parents is invaluable. The extra attention that the child needs will 
often cause difficulty with some of the siblings. Whether you meet with 
this or not will in my experience depend on the personality of the other 
child. Many children accept the situation quite philosophically, some 
will make matters even worse. I can only suggest patience and demon- 
stration that you do appreciate the other child’s point of view. 

I have long felt that the Home Help Service should be made available 
by local authorities. I am aware that the provision is already there, but 
not as I would have it—a free service. This, present regulations preclude. 

In the early days the main burden of training must always fall on the 
mother and the family, but I feel that the community at large should also 
shoulder some of the responsibility and this would be a practical way of 
helping. 

Unless, one has lived with a child with a double disability, one 
cannot estimate the time he demands by the very fact of his physical 
affliction. Yet any mother has the home, husband and possibly other 
children to cope with. 

The success of any training depends on a consistent approach and as I 
stressed earlier I feel that these children require the security of being 
handled by one or two people only. 

There is, however, a need for a short term holiday home where, at a 
certain stage of their development, the child could go for a period of two 
or three weeks to give the home and parents a chance to recuperate. 
The provision of suitable play material is a problem which worries most 
families. I think any of the sense training toys which one can find in 
most good toy shops will provide the sort of thing which can be used to 
help develop the child’s awareness and his compensating senses. In 
this way his experience can be widened. Shape, size, texture, colour, 
toys with these sort of aims are the ones to look out for. Presented 
consistently and at a time when he is ready to co-operate, these will help 
a great deal. 

His understanding will come slowly for we have to remember that if 
left to himself, he will learn little. He will only learn through the atten- 
tion of others. | 

Once the child has become aware of his environment and the people 
within it he will be ready for training with a group. 

In some families it is not possible for the blind/deaf child to receive 
the attention he requires and then it will be necessary to place him in an 
alternative unit, but initially I am sure that this type of child needs the 
comfort of a stable background which is best found in the home. This 
morning we heard Mr Hollman stressing the need for teamwork when 
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tackling the problem of dealing with defective hearts. I feel we need 
teamwork in dealing with the early training of the deaf/blind child. 
Teamwork between all the medical specialists concerned, the educa- 
tional authorities, the psychologist and also the welfare authorities for 
it is likely that our children will always be under their care, even when 
the other members of the team have done all they can. 


MR MYERS (headmaster of the Condover Hall School for the Blind) 
speaking on the ASSESSMENT OF DEAF/BLIND CHILDREN 
AT CONDOVER, said: 

As Dr Longmore told us yesterday, 70 deaf/blind children have been 
seen at Condover. 

The normal routine for an assessment is that the child stays in school 
for four or five days, during which he is assimilated, as far as possible, ~ 
into the life of the Unit. We always like to see at least one parent, 
preferably both, at the time of the assessment, but we expect the child 
to be left in the care of the staff. 

The child is always seen by Mr Owen and by Dr Longmore, usually 
separately and often twice by each doctor. These gentlemen write 
separate reports, which are later considered at a staff meeting at the 
Unit. Most of the staff have observed the child and are expected to make 
their contributions to the general discussion. Occasionally the school’s 
other consultants—Ophthalmic Surgeon, Orthopaedic Surgeon, or Paedia- 
trician will have seen the child and have made comments available to the 
staff meeting. Also available are case history notes including two ques- 
tionnaires concerning the child specially prepared for the assessment. 

We, the staff, take into account all these reports submitted and also 
our own observations of the child and its behaviour. As a basis of 
discussion we use report forms devised by Miss Shields and based 
largely on the Vineland and Griffiths Social Maturity Rating Scales. 

There are three main criteria of discussion, which may be expressed 
thus: 

(a) Is the child sufficiently visually handicapped to be considered 
educationally blind? 

(5) Is the child sufficiently aurally handicapped to be considered 
educationally deaf? 

(c) Is the child educable? 

Perhaps the assessment of educational deafness is the easiest to 
make, though the problem of the aphasic child sometimes presents 
serious complications in this part of the assessment. I have not con- 
sulted my colleagues before making the following statement, but I am 
afraid that when an aphasic child has severe visual impairment as well, 
he has suffered such overall mental damage that educability is very 
unlikely. Maybe I am wrong—I hope so. 

The assessment of vision presents special difficulty with a deaf/blind 
child. We have a reasonably good idea of how visually affected a hearing 
child must be to be declared educationally blind. Admittedly the border- 
line between partial sight and educational blindness is not a strictly 
determined ophthalmic line. It is something more like a border-area than 
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a border-line since the legal definition of an educationally blind child is 
one “ who cannot be expected to use sight for educational purposes ”’. 
Other factors such as degree of intelligence, fields of vision, prognosis of 
vision can affect the issue, but by and large the decision is fairly easy to 
make. When a visually handicapped child is also deaf, an important 
additional factor is involved. What degree of vision is necessary for a 
deaf child to be able to be educated by sighted methods? This positive 
statement may also be stated negatively thus; what is the degree of vision 
below which teachers of the deaf feel that a deaf child cannot profit 
from visual methods of education, in particular lip-reading. At present 
we cannot make any definite suggestion, only vague guesses, about the 
border-line or area, apart from this positive statement: ‘‘ Some children 
who are visually handicapped and deaf must be rated as educationally 
deaf/blind, but they would, if they could hear, be classed as partially 
sighted.’ We have discussed this matter with some teachers of the deaf 
and very thoroughly with Mr Shorrock in the particular cases of two 
girls. “* Pathways ” is maintained by the Royal National Institute for 
the Blind and naturally we must give priority to the most seriously 
visually handicapped deaf children. 


But “ Pathways ”’ is also a school with educational aims. At this stage 
of our development we are naturally still feeling our ways towards 
policies and methods, so that our third criterian of educability has most 
definitely to be considered. Again without formal consultation with my 
colleagues and the school doctors, but I am pretty certain they would 
agree, | would say that during the past two years we have changed 
considerably in one of our judgments. We no longer hold fast to an 
intransigent statement that for admission to “ Pathways ”’ a child must 
be definitely within, or very near, the category of educationally blind. 
We would rather agree that, if an educable deaf child is considered by 
teachers of the deaf to be too visually handicapped to profit from educa- 
tion with them, we ought to admit such a child rather than retain a 
totally blind child who is border-line ineducable. Before turning to the 
question of the assessment for educability of educationally deaf/blind 
children, I would like first to mentiona general idea. This is that educa- 
tion is a two-sided concept. When we talk of an ineducable child, we’ 
tend to forget that he may be ineducable because his would-be educators | 
are not skilful enough. This is only a way of saying that there are good 
teachers and teachers who are not so good. Generally a school’s func- 
tion is to provide as many good teachers as possible and, in addition, to 
create a stimulating, warm educational atmosphere. Rapport between 
teacher and child is, of course, of great importance in any type of educa- 
tion, but it is of absolute supreme importance in the education of 
handicapped children. 


With deaf/blind children there has, I believe, to be an intense personal 
and yet objective link between teacher and child. When I say “‘teacher”’ 
I mean not only a school teacher, but anyone else closely connected with 
the deaf/blind child’s welfare—housemother, nurse, domestic staff, 
friends and, above all, the child’s own parents. 
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Let us consider then, that we are to assess a deaf/blind child’s 
educability—something that now happens at least a dozen times a year 
at Condover. Suppose we have already decided that so far as deficiencies 
in sight and hearing are concerned, he is educationally deaf and blind. 
How do we begin to make a judgment? The three chief ways are: 

(a) by his level of social maturity as measured by abilities in self-care 
and independence—dressing, feeding, etc. This is scored on our 
record card test at “‘ Pathways ’’. We are prepared, too, to score 
items which parents, who appear to us to be able to view their child 
objectively, claim that he normally can manage at home, but may 
not have shown in the assessment period, 

(b) By testing the child in little skills where we feel he is being taught, 

(c) By observing general behaviour, in particular looking for any signs 
of rational curiosity. : 

This last concept of rational curiosity contributed by the child, is the 
most important factor in educational assessment.| Establishment of 
communication with a deaf/blind child is undoubtedly an absolute 
necessity. But communication is a two-way process and the child’s 
contribution is completely vital. 

Of all the children we have seen, I would say that the presence of this 
rational curiosity and desire by the child to establish communication has 
been obviously present in only four cases. In many cases it has been 
completely absent. In yet other cases we would say that we see the 
possibility of its presence or the prospect that, with suitable stimulation, 
we feel it may develop. 

It is with this group of possibly educable children that the chief 
problem of assessment rises, and we must always bear in mind that the 
ultimate educational standard, measured in success in school or in 
vocational training, may be very low. 

** Pathways ”’ assessments then are three-fold: 

1. Obviously educable children—unfortunately few in number. 

2. Children who seem to us obviously ineducable and as, after all, weare 
only fallible human beings, this is a terrible decision to have to give. 
But we must give it; I feel we are morally bound to do so. 

3. Children who may be educable. Generally speaking, with the older 
children we try to be positive, or must try to be so, and either say 
they are ineducable or admit them tothe Unit. With younger children, 
i.e. below the age of five, we have to consider which kind of environ- 
ment will most encourage the development towards educational 
readiness. And we are pretty certain that where a young child has a 
good home, that is the place for him until he fully realises what home 
and parents are. Please don’t ask me to define what a good homeis, 
and I quite see a mother’s point of view when she says ‘‘ what with 
the housework, husband, the other children, etc. etc., I can’t give my 
deaf/blind child sufficient attention and I haven’t the skill ’’. My reply 
would be two-fold. Part one, addressed to the mother is the obvious 
one that the child needs her love and she could be his best educator. 
Part two, addressed to the Local Welfare Authority, who would 
usually be prepared to pay £555 per annum to send the child to 
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Condover is: can’t you find some better way of spending this money 
for the good of the child and his family at least until he is five years 
old? Let me finish the description of a “‘ Pathways ”’ assessment. We 
draw up a report based on the above considerations and usually 
incorporating some positive statement or recommendation on the 
lines I have indicated. This draft report is circulated to the doctors 
who have helped in the assessment, amended if necessary and then 
despatched via the Secretary General of the R.N.I.B. to the competent 
Authority. 

If the parent has attended during the assessment we give a verbal 
résumé of the general tenor of the report. 
Finally two points: 

. Reassessment. We may very well quite often say that we are not yet 
prepared to be quite final about deciding that a child is ineducable. 
Then we ask for a further assessment. We are very seriously con- 
sidering the possibility of keeping two places at Condover open for 
regular re-assessment of certain children at the rate of say two to four 
weeks per term, or twice per year. Such children would include some 
of these who, after a long trial at ‘‘ Pathways ”’ have been deemed by 
us as ineducable. 

2. Assessment for *“* what happens when they leave ”’ is now exercising 
our mind very considerably. We know the children, we get fond of 
them and although we try to be objective, we, like parents, perhaps 
look at their prospects through rosy spectacles and belligerently feel 
that some employment should be found. 

But many deaf/blind children will spend an educational lifetime at 
Condover and, I am afraid, still be unemployable under the normal 
meaning of this word. 


— 


MR MICHAEL REED (Senior Educational Psychologist, Audiology 
Unit, Grays Inn Road) speaking of the “PSYCHOLOGICAL 
DIFFICULTIES” of the Deaf/Blind child, said: 

Most people grow up so easily that it is not often realised that it is a 
long process of learning. All our attitudes, our ideas, our ability to com- 
municate, have to be learned. We have a few difficulties, some more than 
others, butin comparison with the difficulties of the handicapped child, 
they are insignificant. As parents, we hope our children will grow into 
normal inter-communicating young men and women; that they pass 
through adolescence without too great an upheaval and without 
becoming “* Teddy boys and girls ” or “‘ Beatniks ’’. To many a parent 
of a handicapped child it would be wonderful if they did become a 
** Beatnik ”’. It is this ever present process of learning which is funda- 
mentally the great problem in the case of the deaf/blind child. 

Vision and hearing are the senses through which most of our infor- 
mation about the world around us comes. We are as we are because we 
receive information from outside ourselves and form judgments from 
that information received. If there is any interruption in the reception 
of information through any of the senses, then our concepts, our 
understanding of what is around us must obviously become different. 
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This may not necessarily matter. If one lived in isolation the kind of 
interpretation of the world would not matter within certain limits. If, 
however, some action had to be taken which depended upon the judg- 
ment made and those judgments were different from those of other 
people, then it becomes very important that correct or at least similar 
information from outside ourselves should come in. Wrong information 
can cause confusion and build up wrong attitudes on the part of people 
around. 

The confusion caused by a partial hearing loss is well known. The 
Scottish Minister for the Church, who, seeing an elderly deaf woman in 
his church with a trumpet type hearing aid to her ear, looked at her for a 
moment with some suspicion and then said tersely, “‘ One toot and 
you're oot’. This was a confusion and created a particular and not 
altogether unusual attitude on the part of the gentleman in the pulpit. 

If this can be so in the case of the normally developed adult, how much 
more difficult must it be in the case of the developing baby who has 
some sensory defect. 

In the case of a baby who has any sensory impairment, then the rate 
of general development will depend, of course, on the degree of impair- 
ment of the sense. 

In the case of the multiple handicaps of the “*‘ Rubella ”’ child, the rate 

of development will depend on the degree of impairment of vision or 
hearing, the general mental level, any degree of dysphasia present, the 
type of heart lesion, if any and also, possibly, the temperament. Tem- 
perament is mentioned specifically as it has been thought by many 
workers for a long time that it is possible that in some cases there is 
damage which causes a hyperactive and difficult personality peculiar to 
the rubella child. Generally, of course, the more sight and hearing there 
is present the less handicapping the defects, but other problems may 
arise: partial awareness of stimuli, or partial understanding may some- 
times create greater confusion than complete absence of awareness of any 
stimuli. For example, if a boy were to hear “‘ Hang your cap on the 
peg ’’ as “ Bang the cat on the head ”’ and to respond accordingly it may 
create an acute social problem. A greater problem than not hearing at 
all, which is a much more obvious symptom of a sensory defect. 
_ At first a baby must eat and sleep, and be washed, generally cared for 
and loved. The baby develops a feeling of security from being handled 
mainly be one person, usually its mother. In this way he learns that 
““ mother ”’ is someone different from all others. Later on he will know, 
i.e. learn, that other members of the family are different from strangers 
outside the family circle and all these are different from ‘“‘ mother ”’. 
He gradually learns to recognise his mother visually and auditorily. 
He learns the feel of her and the smell of her. Only by experiencing, on 
many different occasions, through his senses, the stimuli from his 
mother, other members of the family and so on, is he able to form such 
concepts. 

For the development of the child with a severe hearing and sight 
defect this must be the first problem. I have no knowledge of large 
numbers of these children, but of those I have seen, I have been struck 
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by their lack of interest in people including the members of the family; 
the lack of personal social relationships. Sometimes, in distress, they 
need comforting, but one person was as good as another, as if the con- 
cept of “ person”’ was understood but nothing indicating a close or 
distant relationship. ; 

Some of these children had obsessional traits. They couldn’t be con- 
tent without a comb or a spoon or a piece of wood. This was their 
comfort; this one thing gave them their sense of a security. 

Without making adequate social relationships there cannot be normal 
emotional development, norcan learning proceed to any worthwhile level. 

It is, of course, one thing to observe some mode of behaviour, or 
lack of it, and another thing to say what should be done about it. So 
much must be learned before the formal educational age begins, that 
one must consider the problem from the moment the defects are noted. 
How is the child to be given the opportunity to observe the similarities 
in the information being received so that he may learn to know “‘mother’’, 
and the difference in the information being received so that he may learn 
to know those who are not “ mother ” and that each of these are dif- 
ferent from, each other. 

Normally much of his information is gained at a distance through the 
distant senses, vision and hearing. If these are inefficient then one must 
make use of the “ close ”’ senses, touch and smell. That is in order to 
gain information, the child must be close to the object or person in order 
to touch or smell, and so gain information about the object or person in 
this way. In addition, however little hearing there may seem to be, a 
hearing aid is given‘at the earliest possible moment in order to stimulate 
what hearing there might be and also to widen the channel through 
which some information may pass and so help in learning. This could 
mean more holding, more active provision of experiences, more fond- 
ling than for other babies. It mustn’t mean that the child must be up and 
down like a jack-in-the-box. As for most situations a compromise has 
to be found. Too many people handling the child could lead to in- 
security, the very thing one wants to avoid. Too few means that the 
child cannot learn differences and that strange people may be met 
without a feeling of insecurity. | 

At first it must be only mother to handle the child so that the child 
may learn to know her. If the child can most easily learn by contact why 
shouldn't. mother use a distinctive perfume? I won’t go so far as to say 
she should emulate Jacob who wore a hairy animal skin to pretend to be 
Esau. Later father may be introduced, perhaps, at first, to pick the baby 
up-to pass him to mother, so that now the baby learns that someone is 
different but leads to security in going to the person he recognises. 

This is a standard conditioning procedure. It must be carefully con- 
trolled by introducing new elements of the world one at a time, slowly 
but surely. Each of a series of new events or conditions must be repeated 
within a framework of what is known to give the baby time to organise 
his knowledge which, for him, can only be absorbed slowly because the 
most important channels of information are closed or nearly closed. 
Whereas the process of mental development is usually a passive affair, 
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that is, our learning takes place incidentally, for this kind of child the 
process must be active; that is every facet of information about the 
world has to be put in to the child piece by piece. No opportunity to 
give the child the experience of touching, feeling, moving objects and to 
associate them with sight and sound wherever possible, must be missed. 
This forms part of the guidance given to parents. If and when there is a 
beginning of verbal communication then words, in some form or 
another, must also be associated with the objects or movements, etc. 

If this is not done the child grows up with a gap in his knowledge and 
soon there are too many gaps. If one stops to think about all the items 
of information about things and people that a child of three knows and 
even if one eliminates the less important and tries to list the minimum 
essentials of living, one quickly becomes appalled at the task before us. 
This cannot be left to chance. There must be a considered programme 
for a parent to follow. 


Growing up is not only a physical process. It is also a mental process 
with interactions between an individual and those around that indivi- 
dual. This demands communication; not necessarily verbal communica- 
tion, although sooner or later this becomes the most important means of 
communication. Without communication we know that things exist. We 
can form certain concepts, but without verbal communications we 
cannot relate these concepts to those in the minds of others. The 
behaviour of one person may then appear bizarre to a second person. 
Communication is essential in a world in which people live together, 

This, then, after the establishment of normal personal social relation- 
ships, becomes the major need and perhaps the greatest problem. Most 
of all other psychological problems seem to stem from the lack of 
adequate communication. Upon this will depend the child’s own mental 
growth, emotional stability, education and place in life. 

Each home will have its own individual problems. Those of feeding, 
sleeping, emotion and the day to day routine or discipline of the home, 
particularly the home with several children. One cannot hope to have, as 
is so often expected, a ready made solution for all ills. Although many 
of the problems are general and allied to the handicap, nevertheless 
individuals are different, and they live in homes that individually are 
different. There is advice which is common to all homes and then specific 
advice for a particular set of conditions. The child is a child, but also 
one with certain special handicaps. 

The problem may have arisen out of normal mismanagement within 
the home. It might have arisen out of your ignorance of the specialised 
problem of deafness and blindness. It might even be part of the syndrome. 
That is, one of the symptoms of the disorder. A disturbance of feeding 
or the sleep cycle could be present because of damage to the central 
nervous system. 

How, then, can these problems generally be dealt with? 

I think it needs a twofold approach. 

First, the down to earth matter of providing immediate help for every 
household containing this problem. This is possible because the number 
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of children concerned is small. It is, of course, a time consuming prob- 
lem because, although the number is small, the scatter is large. It might 
be said that knowledge is also limited. However, time and experience and 
group meetings can deal with that. It wouldn’t require much effort to 
work out a minimum number of people required, on a regional basis, so 
that there is a mobile group of teachers or helpers in each region. It is, 
of course, a special and dedicated work. No one knows all the answers 
yet, but whoever does this work will at least know more than the mother 
who is suddenly confronted with a deaf/blind child and needs constant 
advice and support. This is needed in the home and much more fre- 
quently than many can receive it by going long distances to a clinic, 
although this may be the centre from which the advice may come. 

The people who know most are those who form the present group. 
Mrs Freeman has already amassed a large amount of information 
through her now well-known news-letters. This could form a basis for 
advice to future parents who are suddenly confronted with a deaf/blind 
child. There could be built up a minimum framework of experiences 
that must be given to the growing child and the basic vocabulary 
required as this becomes possible. There is also the need for the mother 
to be freed from her problem for some time in the day so that she may 
become refreshed for the long and arduous task she has in front of her. 
The essence of the first years must be parent guidance. Later the question 
of more formal education must be faced. This will be discussed elsewhere. 

The second approach is that of amassing controlled information so 
that slowly a corpus of knowledge may be built up. This needs to be 
controlled from a centre. It means a carefully thought out progress 
chart which, of course, must ask the right questions. This could be 
organised through the Rubella Groups but the process of formulating 
the right questions and procedures for observation might best come from 
the British Psychological Society. 

In this way there might be built up the essential knowledge of the 
nature of deaf blindness without which we move from day to day on a 
trial and error basis. 


Points from discussion: 
Mr Freeman (parent) asked whether if the sense of smell was distorted 
could it have some bearing on the feeding problems. 

In answer it was said that many of these children with sensory defects 
used their sense of smell a great deal and whether it was distorted or not 
wouldn’t matter very much providing there was a difference. There was 
need for more research in this direction. Dr M. Sheridan said there was 
no information on the development of smell acuity, but it was possible 
that there could be distortion or mal-development of smell, in varying 
degrees just as there was with hearing and vision and this was an added 
difficulty in assessment. 

Miss P. Galbraith (Gloucester County Council) asked, since deaf/blind 
children differ in the ways in which they mature, was there an optimum 
period which it was possible to miss—was it possible to go past the stage 
where they were ready to learn? If this was so, must children who have 


37 


been institutionalised at an early age and had no opportunity to develop 
their senses or to experience anything by feel or smell, be a complete 
write-off? In answer Mr Myers said he wouldn’t be able to say that 
there is an optimum period for learning except that one would think that 
there must be somewhere a succession of periods where differing stages 
of communication ought to set in and he would have thought that the 
deaf/blind child of 9 or 10 who has not begun to think at all of com- 
munication, in words and so-on, it is very doubtful whether he is going 
to go far. Miss Galbraith then asked if they got to a stage of maturity 
when it is no good going back to the beginning. Mr Myers said that if 
intelligence was there it would generally show itself in some way or 
other. One of their greatest difficulties was the child who would NOT 
play—you must have something forthcoming out of the child and until 
you can bring it out or until you can let it come out, it is extremely 
difficult—i.e. getting the children ready to express and to co-operate. 
He appreciated that it was said you should take a child back to the 
beginning and give him all the experiences he had missed, but sometimes 
you did this and the child never advanced from this level. Miss Shields 
quoted the classic case of late development as the child who lived in 
the backwoods of Maine who for safety sake, whilst the family were all 
at work, lived in a cupboard under the stairs and for a short time each 
night was allowed out and played with her father’s watch. When she 
was 16 a visiting priest discovered her and she was placed in a school for 
the deaf in Montreal. Within a month she was worrying whether her 
hair-ribbon was ironed or not and before she died of T.B. 7 years later, 
she had made tremendous progress, including learning to communicate 
in words, though not speech. Mr Myers also quoted the case of the 
child who, completely neglected, at five entered the Fountain Hospital a 
bedridden idiot needing all the attention of a baby but who now, at 14, 
was working at the Birmingham Royal Institute for the Blind at least at 
the average of blind children of his age. These children were, however, 
not the ones that gave them cause for anxiety, their difficulties lay with 
the child, who given every opportunity for self-expression, just WON’T. 
Mr Ling said that the relevant question here would appear to be “‘ how 
much better would these ‘late developers ’ have been if the right sort 
of stimulus had come at the right sort of age?” 

Mr D. Burton (Deaf Welfare Officer, Ashton-under-Lyne) said he 
would like to comment on the Working Party Proposals. There seemed 
to be a need for some collation of knowledge and a centre of instruction 
and guidance. Whilst the suggested Counsellor would need to be a 
qualified teacher, for help with baby-sitters etc., the Parents Group 
should write to the local authority welfare officer of the area in which a 
deaf/blind child lived and he would know whether the Home teacher for 
the Blind, the Deaf Welfare Officer or maybe the Child Care Officer, 
would be interested in this particular problem. Mr Burton said he felt 
the parents sometimes submerged their own needs beneath the greater 
discussion of the educational problems. 

Mr Hutchinson (parent) said for the encouragement of parents with 
younger children, he would like to point out that his son had in the last 
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two years made more progress socially than at any other period of his 
life. In his experience this ‘‘ late development ’’ was very real and it 
applied also to physical development . . . only in the last two years had 
John shown any desire to eat and now he was eating practically all the 
time. As regards the sense of smell, John had always sought out his 
daddy by smelling his hand and Mr Hutchinson suggested that he 
would, by this method, be able to pick him out from amongst all the 
delegates present. Their main source of help in the early days had been 
the fortnightly parents/teachers meeting at the clinic at the University of 
Manchester and because of the tremendous value this had been to them, 
he would wholeheartedly support the section of the Working Party 
Proposals relating to the Counselling Service. 

Mr Gaskill (Headmaster, Royal Cross Schools for the Deaf, Preston) 
asked if parents found it difficult to resist the tendency to be over- 
protective ? 

Mrs Brock said that although most of us had had a few ghastly 
moments, the children seemed to be protected by some divine providence 
and she felt that one just had to be rather braver than parents who are 
dealing with normal children. Mrs Freeman said it was often not so 
much a matter of over-protecting them, but doing too much for them, 
things they could do for themselves—it was hard not to help them some- 
times. Miss Galbraith said it was often a matter of not enough time, and she 
felt time factor affected parents more than anything else—the more 
disabled the children were, the more time you had to spend on them. 
Mrs Trueman said although these children are adventurous, they were 
also very very careful—Mr Myers commented that “ children are, on 
the whole, indestructible! ”’ 

Mr Gaskill asked whether the Rubella Group Newsletter and Progress 
Report could have a wider circulation and it was agreed that this would 
be a good idea. 

Mrs Archer (parent) said she would like to make mention of the fact 
that the Mentally Handicapped Society in her district took two or 
three of our children for one day a fortnight and this was most helpful. 
Mr Chapman (Birmingham Education Committee) asked if it were 
possible to “ pool” severely handicapped children with very different 
disabilities in order to do more and also cut down the enormous dis- 
tances they often have to travel, and if so what combination of handicaps 
would be possible ? 

Mr Myers in answer said it might be possible with handicapped children 
who had a common bond of sub-normality—but he did not think for 
instance a highly intelligent spastic child could be in such a set up. He 
felt one had tolook ahead—no one had yet brought up the question 
of what happens to these children when we are gone and there were, of 
course, some already who did not have homes to go to. He could see 
nothing wrong with some sort of community for the very seriously 
handicapped adult where some sort of occupation is available and they 
are made to feel that it is a good sort of life they are living. A blind child 
can get this sort of life at Leatherhead or the Birmingham Royal 
Institute for the Blind, but nowhere else. A centre is just starting at 
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Bolton and there may be others—so long as one felt it was possible that 
they would have a most enjoyable life in a community where this set up 
for adults exists, then I would say that the education of those children 
could well also be taken under the same aegis, not necessarily the same 
geographical place. He said he would hesitate about the deaf because of 
the problems of communication, but he felt sure the blind child had 
something to give the spastic who sees and the sight of the spastic could 
be of use to the blind one, particularly as regards the social side of 
living and the actual little jobs they might be able to do. Mr Reed said 
he thought that when the child became an adult it did not matter over- 
much whether they were all together or not, but not during the stage of 
development and education when so much depended on the knowledge 
of the people who handled them and who must be attuned to the 
problems of lack of communication. In Paris there is a unit where they 
take all kinds of communication disorders, i.e. they mix the mentally 
handicapped and children with cerebral palsy with the deaf providing 
the former had a communication disorder in order to gather information 
about communication. It is the lack of knowledge of communication 
that would make him say have these kind of children together, but not 
necessarily with children with other handicaps. 


4th SESSION 
5.30 pm. SATURDAY, 7th JANUARY, 1961 


Mr H. MARTIN-WILSON M.A. Secretary for Education Shropshire, 
was in the Chair for this session which was entitled “‘ EDUCATION 
PART 7” | 
Mr SCOTT WILKIE (West Ham Education Committee) gave the 
opening talk on ““ WHAT WE MEAN BY EDUCATION” in which 
he said: 

I have been invited to make a general statement about the education of 
children as a prelude to the discussion by the symposium of the specific 
needs of the children who are the subject of this Conference. I want, 
therefore, to touch upon some aspects of human relations in the class- 
room which I believe to be universally applicable, whether society 
considers the children in those classrooms to be in some degree handi- 
capped or not. 

It is common in evaluating the success of education to give a good 
deal of weight to the body of knowledge and repertory of social skills 
the child has acquired in the process. These are important considera- 
tions but they are not the only ones, or indeed, the chief. It is what a 
child has become as a person as a result of his educational experiences 
that is of first importance; and as the development of a child’s persona- 
lity is largely a social process, fashioned to a considerable degree by the 
nature of the interpersonal relationship he enjoys with others, I suggest 
that a teacher’s attitude to his charges is a more fundamental considera- 
ation than the content of the curriculum. 
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How a child behaves and what he becomes as a person depend, to a 
great extent, upon the kind of Self-Picture life has enabled him to build. 
This Self-Picture is a many sided one. It is that to which he referes 
when he speaks of “I”; it includes the image he has of the appearance 
of his body and the picture he has of the impressions he makes upon 
others. It holds his conception of his distinctive characteristics on the 
one hand, of his abilities, resoures and assets; on the other, of his lacks 
and limitations. It contains his feelings about his parents and back- 
ground; his hopes for the future and thoughts about what he might 
become. There is therein his tendency to see himself with pride or 
shame and his conviction that he is worthy or unworthy; and, colouring 
the whole picture, his attitude of self-acceptance or self-rejection. 

Some school environments and the attitudes of some teachers make 
for the development of better Self-Pictures than others. What is known 
about this? As human beings we have certain basic needs that have to 
be met if we are to enjoy full mental health. We like to feel that we 
“ belong ” and that we have the affection and appreciation of the groups 
within which we work and, at the same time, we like to feel that we are 
contributing in a responsible way to the welfare of these groups. When 
these needs are met we find that we can give the best of which we are 
capable. The attitudes of some teachers in helping children to meet 
these needs are more helpful than those of others. Thirty-three years 
ago (1928), Wickman, in America, noted that different teachers had 
strangely assorted views about the same ehildren; behaviour which 
appeared to some teachers as co-operative friendliness, appeared to 
others as aggressive insolence. Could it be that teachers tend to get 
the kind of behaviour which they, the teachers, deserve? An affirmative 
answer to this somewhat sobering reflection came ten years later (1939) 
when Kurt Lewin’s researches illustrated the effect upon behaviour of 
different “social climates’. He experimented with three kinds of 
leader, which he termed the “ Authoritarian’, a kind of mortal god 
who commanded and directed all; the “‘Laiser-Faire’’, whose attitude was 
one of benign indifference, and the ‘“‘Democratic’’. The Democratic 
leader did not lay down the law in a rigid fashion nor did he, on the 
other hand, give over his authority entirely to the group. He discussed 
the nature of the work in hand; he participated and guided where 
necessary but exercised restraint when it was best that the boys should 
find out for themselves. | 

The boys responded by co-operating both with their leader and with 
one another; they took a share in planning their activities and in setting 
standards; they remained in absorbed enjoyment of their work whether 
the leader was present or not. None of these virtues was to be observed 
in the other two “social climates’’. Anderson and his associates 
investigated in 1945/46 the effects of what they called the ‘“‘ dominative ”’ 
and “socially integrative” behaviour of teachers upon their classes. 
*“ Dominative ” teachers tend to pepper their classroom conversation 
with such phrases as “‘ I’m not talking to you ’’; ‘‘ You’re guessing, not 
thinking ”’; “ No, sit where you are!’’;“‘I’m busy, we havn’t time for 
that ’’. On the other hand the “ socially integrative ” teacher is found 
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to use, more commonly, such phrases as ‘‘ Who can read this for me Tes 
“What do you think we could do”; “‘ I’m sorry, I’ve made a mistake ”’. 

Anderson concluded that teachers who are able to work in this 
integrative way have children who are able to participate more freely 
in discussion and show fewer signs of resistance than do the children 
in the classes of dominative teachers, where conflict and inattention are 
frequently found. More recent studies carried out at the London Insti- 
tute of Education under the guidance of Dr C. M. Fleming, confirm 
these findings and show their relevance to the development of the 
Self-Picture. 

J. W. Staines (1954), for example, demonstrates the differences in 
the Self-Picture that arose in two matched classes where the two teachers 
concerned were equally competent, but differed markedly in their 
classroom attitudes to children. In general it may be said that while 
teacher A’s remarks encouraged pupils to feel that they might participate 
responsibility in the process of their own education, teacher B’s remarks 
excluded the possibility of such participation. Teacher A used such 
expressions as “‘ That’s good”; “‘ You’ve done that well "3 Lewas 
sure she could do it”. Teacher B, on the other hand, spoke in the 
following terms; “‘ You can’t do it”: “ He should have done it like 
this *’; ‘‘ Just look at what he has done”. We should pause to consider 
the development of the Self-Picture in these two classes. The process 
would seem to be: “I look like this in their eyes ’’ which presently 
becomes “I look like this in my own eyes ”. As the Self-Picture grows, 
it introjects and makes its own, the imagined and real judgement of 
others. It is, therefore, not surprising to find that upon retest, after an 
interval of three months, the children taught by teacher A were found 
to be more confident, more able to accept themselves more sure of 
what they wished to be like and more aware of the judgements of 
others about themselves. 

Children have a great deal to teach each other and it is from their 
own group life that they learn to accept themselves in relation to others 
and others in relation to themselves. Dr J. L. Moreno (1934) taking 
the view that the basic bonds of human group are to be found in the 
spontaneous feelings we entertain towards each other, suggests that we 
allow children, more frequently than we do, to work at their various 
activities with companions of their own choice, giving them the 
opportunity this way to be sometimes a leader, sometimes a follower. 
He has also shown how, by the use of simple sociometric techniques, 
we may reduce the number of socially isolated or nearly isolated 
children in the group, thereby increasing perceptions that admit of 
understanding and tolerance. A considerable volume of research now 
exists in this country to support the view that children who work in 
groups emphasizing the friendly association and participation of 
pupils under the guidance of teachers who consistently maintain a 
democratic attitude, show marked superiority in their attitudes to 
learning when compared with children working by more formal 
methods under more dictatorialleadership. The former appear to gain, 
at least, equal success in tests of scholastic attainment, when compared 
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with the latter; indeed, the least able children in the former do 
significantly better than the least able in the latter. 


In his world of experience, a child does not react to external stimuli, 
but rather to his experience of the stimulating conditions. Whatever he 
thinks is true, whether it is actually true or not, is reality and it is this 
subjective reality which determines how he behaves. As a learner he 
perceives, interprets, accepts, resists or rejects what he meets at school 
in the light of the self system he has within him—a system for which 
in good measure the school is responsible. For we should not under- 
estimate the effects upon a child’s Self-Picture of the hours, days, 
months and years spent in the company of those significant persons 
—his teachers and his fellow pupils. 


We should be especially concerned about the development of the 
Self-Picture of the handicapped child. Sometimes the over-protective 
attitudes of his parents, the sheltered community of his school, even 
the eagerness of some of his teachers to tackle subjects before he is 
ready, before he has gained the necessary basis of security and con- 
fidence for success, make it difficult for him to look upon himself 
favourably. 


Miss Mitchell’s account of the work she has done in her school 
clearly demonstrates the importance of the personality, attitude and 
maturity of the teacher and of her decision to put social awareness 
through participation before premature efforts to teach more formally. 


What I have said above has obvious implication for the training of 
teachers; it also raises questions about the provision of schools for 
handicapped children. If we are to help society to a heightened under- 
standing and acceptance of differences, would it not be wise to educate 
as many handicapped children as the nature of their handicaps allows 
in ordinary schools or in close collaboration with them? For some 
_ children this could not possibly be the answer. Is there then, not a 
need for an experiment in the establishment of a comprehensive 
school for the handicapped child in which a diversity of teaching 
talent might meet a diversity of needs more adequately, and within 
a wider social context, than the school for a single handicap can 
provide? [ do not know the answer to these questions, but I think they 
are worthy of your consideration. 


Mrs B. INGALL (Woodford School for the Deaf) speaking first in the 
Symposium “THE SCHOOL PROBLEMS” said: 


I am not proposing to discuss the general philosophy and value of 
nursery school training which really needs no introduction, nor will 
there be time to describe the methods we have attempted in the training 
of young deaf and partially sighted children. — 


I want to begin by underlining very briefly the special characteristics 
of a nursery school for deaf children before coming to what I believe 
is the most important aspect which should be discussed by this 
Conference—to what extent is such a school able to help those deaf 
children who have a sight problem. 
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First and foremost these schools provide a controlled situation in 
which the emotional, the social and the linguistic development of the 
children can be observed, guided and directly assisted. 

It is possible, although no-one suggests that even a nursery school 
provides enough time, to watch the children playing, the way they 
tackle small and large apparatus, how they react to each other, to their 
parents and to other adults and strangers, their sleeping and eating 
habits, how they respond to changes of routine and to going home. 
Throughout each and every day the children reveal more of themselves 
—another piece of information slips into place. 

We check their responses to different sounds, both the accidental 
and the artificially contrived. We can measure these responses more 
and more accurately as we get to know the child better and are able 
to select the more favourable moments for testing. 

At the same time we also measure their ability to learn; to acquire 
information, to recall it and use it for their own needs. 

Because it is a controlled environment, we know that the opportunities 
for adequate mental and physical growth are provided. In the same way 
we know the child’s audiological needs are being properly catered for. 
We know, for example, that each child is wearing a hearing aid, at 
the necessary volume. That it is being talked into by people who know 
the child’s language requirements. 

Secondly, because a nursery school is a place where parents should 
feel free to come and go and to take part in our activities, they can 
see for themselves the very wide range of problems these children 
present, their different rates of progress and why, their different needs 
and so on. This “ seeing for themselves ”’ at first hand is a vital factor 
in helping the parent to understand their children better and in getting 
a more realistic perspective of their possible future attainments. 

A nursery school for deaf children is a non-selective school. There is 
no avoiding this. So little is known about these children on admission. 
For example, even their responses to sound often turn out to be very 
different from those given in the medical reports. So we begin by having 
a very mixed bunch and included amongst them will be deaf children 
with other handicaps. In some cases their secondary handicap or 
handicaps will be known. In other cases they come to light only after a 
period in the nursery. The effect of these other handicaps on the child’s 
ability to learn to talk,on his general educational progress and social 
and mental growth will not be known. 

I believe that deaf children with another handicap should have the 
opportunity of special nursery school training from an early age for 
three principal reasons: 

(a) to find out the potentialities of the children and to attempt to 
predict their likely progress and their future educational needs. 

(b) to give the parents a respite from the all day long, seven days a 
week total responsibility of caring for their child. 

(c) to bring the parents and teachers into close contact with one 
another so that the parents acquire a good insight into the ways of 
handling and talking to their children. 
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The more handicapped the child, the less likely a residential school 
will be able to manage him—not for the period in school but for the 
out-of-school hours. For these children a day school placement is 
preferable so that the responsibility of caring for the child is divided 
between home and school. 

Not all of these children can be admitted even to a free play, modern 
nursery school catering for deaf children, but who should be admitted 
will generally depend less on the child and the nature of his handicaps 
than on the situation in the nursery at the time admission is being 
sought. 

Some people look at the individual teaching going on in the nursery, 
which is all that is possible with these young deaf children, and say 
this is excellent, it provides exactly what the multiple handicapped 
child needs. Although this is correct, we cannot overlook the social 
consequences of putting such a child in a nursery group. It is important 
to the well-being of all the children that once the novelty of coming 
to school has worn off, they settle down and become a reasonably well 
integrated group. Any child who is a persistent disturbing influence; 
who constantly interrupts the activities of others; who precipitates one 
nursery crisis after another; could not be retained. 

The nursery group could probably take one quite severely multiple 
handicapped child and provided no great social problem ensued, keep 
that child until it became clear that the nursery situation was proving 
educationally inadequate. Should a deaf child with only a compara- 
tively slight second handicap come along at that time, admission may 
have to be refused because of the extra demands being made on the 
staff by the one already in school. It should never be overlooked that 
these schools are there primarily for the benefit of deaf children. They 
provide equipment and specially qualified teachers to deal with the 
communication difficulties as well as the social needs of these children. 
Furthermore, among the new admissions frequently occur several 
children thought to be only deaf who, in fact, do have other learning 
problems. There is a limit to the number of multiple handicapped 
children a nursery can deliberately admit and it depends largely on the 
composition of the nursery at any one time. 

There is another aspect of this problem of who to admit and when. 
Examine for a moment the situation when a multiple handicapped 
child is five years of age or so. Should he have the development level 
ofa three-year old but be much too large for the nursery, where does he 
go? Socially he will be unready for the next group and by leaving him 
in the nursery we may introduce an unwelcome disturbing influence as 
a large child with little communication can throw his weight about. 

We may have another five-year old child who socially and develop- 
mentally is quite ready to move into the next class but who cannot 
maintain a learning rate similar to those of his new classmates. His 
poor sight may mean that he cannot see the blackboard or the class 
teacher well enough and everything has to be held up so that the 
teacher can ensure he is understanding. This taking off of time from 
the other children for the very slow member of the group is a subject 
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which may be tackled better by one of the other speakers dealing with 
older children, but it does constitute a very great problem in a classroom. 
Teaching time is so precious and so short already that one has to look 
very carefully at anything which tends to reduce it. 

In the case of a spastic deaf child the obstacle to keeping up with 
the others may be an inability to hold a pencil in order to write or 
even being unable to sit on a chair. 

These children need much more individual help than can be provided 
in the class following on from the ordinary nursery or admission group. 
Unfortunately, with few extra special facilities available, these children 
often either remain in the nursery group or stagnate in the follow-on 
group and this sort of occurrence is bound to result in head teachers in 
nursery schools for the deaf becoming less inclined to admit deaf 
children with other handicaps. 

If these children are to be willingly received by the nursery schools, 
there must be a sufficient variety of classes provided in which the 
children can eventually, and properly, be placed. Some may be in the 
school having the nursery department. Some may be specially provided in 
other schools for the deaf or perhaps in schools for the partially sighted. 

To summarise, therefore, I would say that a nursery class or class 
for deaf children, is admirably suited to accommodating most young 
multiple handicapped children but the number admitted at one time 
must have regard to the needs of the ordinary deaf children already 
there and on the preservation of a good thriving nursery atmospere. 

There must be suitable follow on opportunities for these children 
and in particular we need many more specialised classes than are 
available today. Classes where greater individual attention and training 
is possible and staffed by teachers experienced in this work. 

Otherwise the children will constitute a bottle-neck in the nursery 
classes and by holding up the admission of other children, distort the 
character of the nursery. | 

There must be a recognition, too, that among the extra facilities that 
are urgently needed are places for those multiple handicapped children 
who are found to be wrongly placed in an educational establishment, 
but who will profit greatly from social training and help in the use of a 
hearing aid. 


MR H. H. SHORROCK (Headmaster Longwill School for the Deaf, 
Birmingham) continuing the Symposium ‘THE SCHOOL 
PROBLEMS ”, explained that unlike many of the previous speakers, 
he was not an expert on the deaf/blind child and his experience of 
deaf children with a severe visual handicap was limited to a few children. 
He had not prepared a paper, but there were certain factors that he 
would like to mention, and he hoped that they would prove helpful 
in the subsequent discussion. 

Firstly he would like to support several points made by Mrs Ingall. 
There was a limit to the number of such children who could be catered 
for satisfactorily in the non-selective school, where there was already a 
wide range of problems, without special facilities being provided. 
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One could not over-estimate the importance of maintaining “ reasonably 

well integrated groups ”’ and there were additional difficulties to be 

faced in a boarding-school. He had accepted into the nursery depart- 
ment of a day-school, children whom he could not possibly have 
admitted to a boarding-school. He had been asked to consider Junior 

School problems. Certain basic general factors were applicable to all 

schools, but these acquired an added importance when the needs of the 

severely dually handicapped children were considered: 

(a) Finance 

(b) Accommodation and equipment, 

(c) Number, quality and stability of teaching staff—the personality 
of the teacher was of supreme importance with these children 
and one could not reasonably expect every qualified teacher of the 
deaf to be equipped automatically to deal with them. That he had 
been able to keep certain children in the school was evidence of 
commendable sympathy and effort by members of the staff. 

(d) The children whose needs were to be met, 

(e) Outlook and attitude of the parents. 

When discussing the needs of deaf children we had to take into 
consideration manifold circumstances; degree and type of hearing loss, 
powers of auditory discrimination, lip-reading abilities, communicative 
skills, intelligence, emotional development, temperament, perceptual 
difficulties etc. Classification and cross-grouping at the junior stage 
was not easy at the best of times, but late starters, children with ad- 
ditional handicaps, children with home difficulties served only to aggre- 
vate the problems. We had to ask ourselves again and again. ‘“‘ Where 
can the needs of this child be most satisfactorily met?” ‘“‘ Are we the 
correct educational environment for this child ?”’ 

There were dangers in thinking that because one school or class 
appeared suitable for a child at a certain age, that no further problem 
existed. There was a vital need of regular assessment and he was glad 
that Mr Myers had stressed the importance of this. The fact that a 
dually handicapped child could ‘‘ manage” satisfactorily in the 
nursery did not necessarily mean that the child could manage 
satisfactorily at the junior or senior stage. Pace of work increased, 
class teaching and learning indirectly became increasingly important. 
The aim of the junior school was to secure a balanced development 
of mind, body and spirit; to help the child to be happy and well- 
adjusted to his handicap and environment; to stimulate and assist 
him to develop his potential, and activities were geared to the child 
who could see. 

Physical activities played a part in the social development of the 
child, and here difficulties arose both in organised activities and 
children’s own imaginative play. One had to try to prevent undue 
frustration for the more handicapped child, yet bear in mind that the 
other pupils were still children and not little adults. He had found 
deaf children remarkably tolerant, but one should not ignore the effect 
of severely dually handicapped children on inter-child relationships. 
These relationships were vitally important at the junior stage, where 


47 


one had to provide opportunity for further training in social living, 
developing moral values, encouraging correct attitudes in addition to 
the imparting of knowledge, acquiring skills, stimulating thought and 
expression in speech and language. He was sure that following speakers 
would have something to say on all these points. He felt that these 
children could gain a lot socially in the ordinary school for the deaf, 
provided that a large measure of individual attention was possible 
On the other hand, communication was the great problem; the children 
had to receive impressions, form concepts and learn to express them- 
selves, preferably in speech and written language; the basis of syntax 
had to be established and the children given confidence and opportunities 
to express themselves. By the end of the junior stage there was great 
diversity of academic attainment, an ever-widening gap of interest 
and abilities. This was clearly seen in many ways—use of hearing, 
language abilities, speech development, practical skills. 


For impressions one relied mainly on the ear and the eye. Reading, 
lip-reading, the use of illustrations etc., were of paramount importance 
in class teaching. The deaf child with a severe visual handicap was at a 
loss in this situation. Much depended on the degree of severity of the 
contributing handicaps and of the three children he knew best, their 
individual problems were quite different. To put them together in a 
class would not solve the problems; their needs varied. He felt that 
there was a danger of under-estimating the difficulties in the ordinary 
deaf-school of the child, who, compared with the child with virtually 
no sight or hearing, appeared to have substantial degrees of hearing 
and vision. Mr Reed had mentioned the frustration of the child who 
heard imperfectly and he felt that this point was applicable to those 
who had some sight and some hearing, but not enough to be successfully 
integrated into an ordinary class for deaf or partially sighted children. 


Teachers in the ordinary non-selective school for the deaf had a 
feeling of inadequacy when faced by these children. They were conscious 
of their own limitations, however hard they were trying to help. 
Further limitations were enforced by lack of staff, insufficient 
accommodation and lack of special facilities. There were organisational 
difficulties, and special attention was only possible at the expense of 
other children. The presence of a heterogeneous group of dually 
handicapped children could have a serious “disturbing”’ effect on the 
main function of the school, and teachers often lacked the specific 
knowledge about the second handicap. 


The greatest problems in the Junior school were the problems of 
communication and the difficulty the child had in learning in a class 
situation. The needs of the children varied and it was not merely a matter 
of size of classes, but rather the amount of time that could be devoted 
to individual teaching. He was sure there was no single solution 
that would solve the difficulties of all the children. He would be most 
interested to hear Miss Mitchell on the subject of the experimental 
unit at West Ham. 
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MISS D. WOODFORD (Royal School for the Deaf, Margate) speaking 
on the subject of BEHAVIOUR PROBLEMS IN THE CLASSROOM 
said she would first like to explain that she had not dealt in the class- 
room with nearly enough deaf/blind children to speak with any authority 
on their particular problems. In any case every one she had ever dealt 
with had been very different from every other one and their parents 
had been quite different people also. For a teacher of a class where 
every child who comes along has some handicap additional to deafness, 
each new entrant provided an individual teaching problem. The 
teacher’s outlook was different from the parents. To the parent the 
handicap is great, the only one they have to meet, perhaps overwhelming. 
To the teacher it is one amongst others and it may appear less heavy 
than some already in the class. Apparatus, method, routine, furniture 
etc., has to be adapted for many of the pupils, information about the 
problems and help from experts has to be obtained for them, not only 
the child with the sight handicap. Similarly there are always behaviour 
problems—the teacher views them as a general matter. I propose 
therefore to deal with this subject as I have experienced it with a variety 
of children with multiple handicaps and from an inside-the-classroom 
point of view. In a residential school there are some children whose 
behaviour in the classroom can be accepted and acceptable, whereas 
his out of school behaviour is such that he cannot be retained in the 
school. 

Now every child, hearing ones included, presents behaviour problems 
—it is inherent in being a child, the understanding and control that is 
needed to behave acceptably to society is yet to be gained since society 
is adult. The child who never showed behaviour problems would be 
odd indeed and urgently in need of treatment, psychological, medical 
and every other sort. It is not until behaviour problems continue 
unchanged, or are so persistent, or so out of the ordinary that they 
appear to be caused rather by some form of emotional disturbance 
than just by being a child, that the difficulties arise. 

Emotional disturbance is part of life. It happens to everyone. (I 
am emotionally disturbed by being up here in front of you!) Our 
controlofour emotions and therefore the maturity of our characters is 
shaped by our response to such disturbances. The child develops as 
he meets these upsets and learns to adjust. 

Parents cannot protect their children from disturbances and should 
not seek to try. Their child has to meet frustration, disappointment, 
changes of routine, apparent disapproval, the dislike of contemporaries, 
the power of children older than himself and a host of other things. He 
has to go to school, meet new tasks, new companions, new environments, 
failures as well as successes, disappointments and great joys, and he 
will be temporarily disturbed by some of these things—different ones 
for each child. Secure emotional growth lies in the early environment, 
the security of home affection and approval, the discipline and routine 
of childhood. For most children these are sufficient to overcome any 
disturbance that normal life may bring. For some children they are not 
sufficient and tosome children comes greater emotional disturbance than 
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they can cope with. To them we shall return. 

To the secure and normal children transfer to a classroom usually 
gives wider experience and happy relationships, and behaviour problems 
are confined to those usual and easily overcome. There are several 
things that parents can recognise, thus helping to bring about this 
happy state of affairs and avoiding certain things which need never be. 

First it must be recognised that handicapped children are not neces- 
sarily odd and peculiar. There is a tendency of parents to allow habits 
of behaviour to grow up that mark a child out as “ different ’’ and 
then to excuse those habits as part of the handicap. Many parents of 
young children asked to co-operate in training their children in ways 
more acceptable to society reply “‘ I thought all deaf children were like 
that” or “ But he’s deaf you know” as if that excused everything 
that drew unwanted attention to the child. The ultimate crime is to 
show off any peculiar forms of behaviour the child may develop, or 
to teach him little mannerisms that normal children do not have. One 
pupil I once had, a grossly multiple handicapped child, had been 
painstakingly taught by his mother to salute all visitors at arrival and 
leaving. This child could, with half the effort, have been taught to 
shake hands and use his good speech in the normal fashion. The 
little mannerism just drew attention to the fact that physically he 
looked different from other children. 

Handicapped children have to live in society—a society that notices 
and comments on unusual behaviour, a society unfortunately only 
too ready to label any child who is unusual as defective. 

Therefore it is necessary for parents to apply themselves to setting 
acceptable standards of general behaviour for the children—eating, 
walking, dressing, using noise, dealing with objects as everyone else 
does—for their own child’s sake and, too, that other children with the 
same handicaps may be accepted also. 

Where this has not been done behaviour problems in the classroom 
arise either because teachers quite rightly expect such standards or, 
even more cruel to the child, because his contemporaries will expect 
them. The most frustrated 8 year old I ever met was a deaf E.S.N. 
epileptic whose mother had always dressed him. He came to school to 
find that there children dressed themselves and he desperately wanted 
to be like the others. Until he had mastered the process and could b2 
as quick as the others, he was certainly a behaviour problem! The 
second thing that needs to be understood is the pattern of normal 
growth and development. Handicapped children will conform to this 
pattern except in so far as it is specifically affected by the handicap, 
certain behaviour is appropriate to certain age-levels and is not a 
problem unless it continues well after these ages. Both teachers and 
parents need to be aware of these things—not over-aware, for there is 
nothing so dangerous as either parent or teacher who can think of nothing 
else but “is this child not normal?” It is never right to condone 
unacceptable behaviour, but it should not disturb us unless it appears 
abnormally or incorrigibly where we should not expect it. Temporary 
diversions from behaviour acceptable in a child of any age are not 
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worrying either. [t is only if these persist that we have a problem on 
our hands. At the appropriate stages information about matters such 
as their sex, their own handicaps, religion, family affairs, must be 
given to the child. Left to find these things out for themselves they 
may well become disturbed children. Particularly matters of sex and 
matters pertaining to the acceptance of their handicaps must be given 
before the children are emotionally involved with either. 

The third point for consideration is the child’s need of approval. 
He must feel his place secure in the family, that he is both loved and 
needed in the family setting. This will not be enough, as he grows 
older he must feel accepted and approved of by other adults—at 
school and in society. Finally he must make satisfactory relationships 
with his contemporaries. Parents need to remember that a child cannot 
make these relationships unless he is given the opportunity to try. 
It is a little hard on a child to meet his contemporaries for the first 
time in bulk in the classroom. Certainly it is hard also if the teacher 
is the first strange adult he has been in close contact with. 

We have considered three important points: One—children are not 
peculiar and odd even if they are handicapped. Two—there is a normal 
pattern of growth. Three—children need to form satisfactory and 
worth-while relationship. It is these three points that lead us on to 
consider the disturbed child—the child who does present persistent and 
upsetting behaviour problems. 

In the report on Maladjusted Children, there were five causes listed— 
(1) Personal relationships, (2) Family environment (3) Community 
influence, (4) Physical factors and (5) Educational factors. The child 
suffering from multiple handicaps is sometimes affected by all these 
through the nature of his handicaps. He needs special help in forming 
personal relationships, in fitting into the family and into the community 
and finally in making the best of his educational opportunities. Never- 
theless it would be very wrong to think that multiple handicapped 
children are necessarily disturbed, they are not, and where they are 
the effect is often temporary and comparatively easy to overcome. 

These causes give us an indication as to how to assist the disturbed 
child. I am convinced that the first step is to place him in an environ- 
ment where certain standards are considered normal and acceptable and 
are expected. This applies to most classrooms! Then, when he is there, 
to expect that he will conform to these standards. The teacher needs 
to judge how long to permit departure from these standards, when to 
control, when to punish, when to divert, but the ultimate aim is a 
child conforming voluntarily because he wants to do as others do. 

Children in school may have many unfortunate habits. Some may 
have obsessions and compulsive actions. Some exhibit persistent 
unreasonable fears. Many are greatly pre-occupied with goodness and 
‘badness as applied to themselves. It is necessary in the classroom to 
divide the results of disturbance from sheer naughtiness (sometimes 
this is difficult—one delightful pupil in my own class is certainly 
withdrawn and has many compulsive habits, but sometimes he will 
of his own volition produce some of these items of behaviour purely 
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to annoy or to attract attention or even as a great joke—perhaps this 
is an indication of improvement in his disturbance—I hope so at least). 
The teacher’s task is to try to replace the habits by more acceptable 
actions—this can only be done when the child no longer needs the 
security the habit gives, though sometimes very abnormal or unpleasant 
habits can be replaced by less unacceptable ones. The task also is to 
prove to the child that he is not thought of as “‘ bad ”’. This is less easy. 
He is not deceived when bad behaviour is approved, he is only con- 
fused—but he can be assured of his own acceptability as distinct from 
his behaviour. Fear must be recognised and confidence built up. This 
is often a slow progress with many backward steps. But ultimately 
all these things are ‘“‘ education” and cannot be thought of as less 
important than speech, language, numbers etc. 

The second step is to give him a sense of his place and value within 
that environment. In my opinion it is possible to teach children 
individually too much and to allow too much difference of treatment 
within a class, they need their place within its life. 

The third step is to give him a sense of the pleasure and security of 
his relationships first with his classmates and then in the wider life of 
the school. 

For a long time he may need strict routine, firm control, great help 
and understanding—backed up at home. It is much easier to help the 
child with behaviour problems if the parents recognise that they are 
there and go along with the teachers. Children do not always, of course, 
present the same patterns of behaviour at school and at home. 

The report referred to previously on Maladjusted children points 
out that a child is not recognised as maladjusted unless his develop- 
ment, having gone astray, “‘ cannot without help be remedied by his 
parents, teachers and other adults in ordinary contact with him ”’. 

The children falling into this category are comparatively few. It 
must be recognised, however, particularly by teachers of the handicapped 
child, that some pupils do come into this category. For them skilled 
help must be sought. The child who is, and remains, extremely with- 
drawn from society, or who continues obsessional behaviour in spite 
of all help and diversion, or whose agression harms him and others 
persistently must be taken to the psychologist. There is nothing so 
pathetic as the extremely withdrawn handicapped child who goes for 
years through the school without skilled help because parents and 
teachers are trying to be kind in keeping him in school. It has to be 
recognised that peculiar behaviour persisting into adult life will mean 
a child not mentally defective finally having to be catered for as if he 
were. 

You need to choose your psychologist of course. Too many of us, 
having sought the help of those unskilled in dealing with the deaf, 
have found the sessions devoted to psycho-analysing US while the 
child plays. There is a need for a trained psychologist able to deal with 
the handicaps we teach available in every school. There are also some 
pupils for whom the schools are not the right place, though I must 
confess to great indecision in my own mind as to exactly where such 
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children should receive their education. Certainly they should not be 
deprived of it just because they are disturbed. In fact one of the most 
important things to be said about behaviour problems in the classroom 
is that they offer a challenge to the teacher—to teach the child to 
capacity in spite of the problems while at the same time offering 
remedial treatment carefully aimed at eventually solving the problems. 


MR G. WILLIAMS (Headmaster of the Walthamstow School for the 
Partially Sighted) speaking in the Symposium “THE SCHOOL 
PROBLEMS.” said: 

I propose to interpret the title ‘‘ Education ” in a very liberal manner 
and instead of speaking of school classrooms, I wish to speak about 
* vision ’’—not about blindness or deafness which are limiting terms. 
I wish to say first a few words about vision in general, then about vision 
in aed sighted and finally something about the dually handi- 
capped. 

Amongst all living creatures man is the most visually minded— 
nothing does he treasure more than the apple of his eye—myth, language, 
folk-lore, proverbs abound in allusions to the magic, the mystery, the 
power, the evil and the charm of the eye. 

The visual hunger of cultural man is insatiable—he can never see 
enough—hearing alone does not satisfy him. Even if the vibrations of 
sound potentials are communicated to him, this does not entirely 
please him, he must see the waves graphically recorded for his closer 
scrutiny, impossible by ear. 

The development of vision in the individual child is complex, but 
seeing is not a separable isolatable function, it is deeply integrated with 
the total action system of the child, it is identified with the whole 
child and we cannot understand its economy without investigating the 
whole child—who sees with all his being. Visual Acuity is only one 
aspect of the economy of vision. The development of visual function 
in infancy and childhood is so subtle, swift and esoteric that it does 
not show in well defined shapes, and hence one mistake frequently 
made by teachers especially, of tending to think of the eyes and vision 
of the child as operating in the same manner as in the adult. 

Gesell says that we know more of the development of vision in the 
race than of its development in the child. Thus visual handicap of 
moderate or of severe degree is bound to have an immense effect upon 
the total development of the child and hence in the pattern of social 
conditioning, such a visually handicapped child needs all the support 
he can get. In spite of his poor vision he will receive his main impressions 
of the environment by means of it. Yet he will be handicapped in 
broad visual perception. Such a child standing here beside me would 
not see the calm tranquil and seraphic faces that I do—but only a mass 
of outline figures and faces without much distinguishing detail. In 
looking at objects and signs, they only see general size, shape and colour 
and even the outlines themselves will be blurred—they even see more 
slowly. They are handicapped, too, in not fully realising what there is to 
be seen and hence they do not know what they miss—fancy seeing a 


53 


lawn in full growth as a splodge of green, a tree in full leaf as green 
cotton wool on a stick—thus an imperfect pattern of items is achieved. 
Often they have a poor visual span and diminished field of vision—the 
film last night showed one boy ruling a line with pencil and ruler, he © 
obviously saw the beginning and end, and ruled his line, but to see it 
his eyes had to travel all the way along, but he did not see it as a unity, 
as a complete whole. Similarly all the separate letters in a long word are 
painfully recepted in single units, not at a glance. The speed of inter- 
pretation of the reading symbols is slowed. 


Many of these children will have difficulty in accurately positioning 
items in space—will the terms up, down, round, square, upright, flat, 
mean the same to these children as they do to us. Free confident 
bodily movement in space is delayed and retarded with secondary 
effects upon posture and carriage. 


A point not often realised is that they have to expend very real and 
concentrated physical effort, not easily appreciated by the visually 
normal, in the very act of seeing—and this effort and subsequent 
fatigue has side effects upon thinking and remembering. 


The very early hand and eye relationship developed so easily and 
naturally by the visually normal infant, will be retarded and delayed 
and will need compensatory practice at the nursery and infant stages of — 
education. For those children with some degree of nystagmus there 
will be difficulty in focusing and fixation for colour vision work. 
Recent developments in optical science has provided us with better low 
visual acuity aids, but even with the help of these, children will need 
skilled guidance to achieve the best visual results. 


For the adolescent let us not forget the cosmetic effect of constantly 
blinking, wandering, scared and unsightly eyes, enhanced by heavy 
thick corrective lenses. : 


These older children will also need help in finding out the optimum 
conditions for seeing—lighting can be either too dim or too powerful. 
As a teacher I see the real problem of the dually handicapped child, not 
in the narrow confines of the classroom, but mainly as a developmental 
one—both these handicaps will exert a tremendous retarding effect. 
Note how the normal child’s visual approach to his environment is 
enormously strengthened and enlarged by language in a social situation 
—think of the nursery game where the adult says “‘ Where is Mummy? ”’, 
“ Where is Daddy?” etc. Visual recognition and language development 
go hand in hand. For the dually handicapped it will be years after, if 
ever, he reaches this stage where communication and visual recognition 
of a social situation are acquired, hence the vital importance of com- 
munication skills for the enhancement of whatever degree of vision 
there is, and for the adult dealing with the child, the realisation of the 
slow pace of development. Finally we cannot, we should not attempt 
this problem by trying to isolate the inseparable functions of 
hearing, sight and touch. 
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MISS N. BAKER (Teacher at “‘ Pathways ’’, Condover Hall) said: 
The subject on which I have been asked to speak is ““ THE LATE 
DEVELOPER ”’. 

I can only speak of my experience with one rubella boy, Christopher, 
whom I have had the privilege to teach for 34 years—2} years in a day 
school and one year at Condover. Apart from an 8 month trial at a 
residential special school for the deaf at the age of seven, Christopher 
had no school education until the age of 104. He then came into a 
group of 4 deaf boys, ages from 7 to 13, who for various reasons 
could not be taught in the normal deaf classes. Christopher was born 
totally deaf and totally blind, so for about the first year of his life, 
he had only the senses of touch, taste and smell. After operations he 
has a degree of sight which he uses so extremely well that he now appears 
to have a lot of sight for a blind boy. 

When Christopher first joined the group he was very withdrawn, had 
a very brief span of concentration and appeared to have very little 
sight. Therefore the primary need was to establish contact with him and 
to gain his confidence. We observed that Christopher was attracted 
by bright colours and that he was particular to have everything orderly, 
so we thought a possible way in which we could make contact with 
him would be through number work. The first exercise he did was 
colour matching. Then he progressed to matching one spot to another, 
two to two and up to five using bright colours and different shapes. 
He eventually could put the number of spots in order up to five. Then 
the numerals were presented to him, again in bright colours. He fairly 
quickly learned the order of the numerals after putting them with the 
appropriate number of shapes. Although I said “ fairly ”’ quickly, the 
individual steps were practiced time and time again before mastery was 
achieved. However, each stage required a slightly less number of 
repetitions than the previous one. The four colours were used to 
begin the idea that one particular colour was connected with one 
number. This endeavour to give concept was attempted in each 
section of the work done with Christopher. When we started addition 
we found that he would search the box of counters for identical counters 
to make up the sum. To prevent him forming the idea that it was 
essential to have identical things, we provided him with a box containing 
oddments—a piece of chalk, a rubber, a button, a pencil stub, a match 
stick, a drawing pin and more dissimilar objects, so that he HAD to 
conceive that number was a quantity not a quality. This box of oddments 
was a source of great frustration to Christopher and to me and was the 
cause of many more than one battle of wills. However it was necessary, 
and happily only a temporary, source of frustration to both of us to 
face and to overcome together. 

In language work we carried out the attempt to give the idea of a 
concept so that Christopher did not think that a certain word applied 
to one particular form of object. At first he grouped pictures and 
models of different boys girls, men ,women, dogs and other objects 
which were always related to the real thing whenever possible. After 
many weeks of grouping we added the name to the picture and 
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Christopher matched the written forms. Later the name was removed 
and he matched word to the picture. Although Christopher needed to 
do each step many times, he also needed variety in the method of doing 
the same thing. This need for variety to achieve the same result taxed 
our ingenuity, but when we had ideas the joy expressed in his face 
when something different was given to him to do was reward enough 
for the hours of preparation and thought involved. 

We had established this routine of establishing the concept before 
attaching a word to it so we followed this routine with verbs and 
adjectives for the first year or more. As you can see it was a time con- 
suming method and a very little ground was covered in a very long time. 
In addition Christopher needs to do a thing a thousand and one times 
where the ordinary child needs to do it a hundred and one times, but 
this time was well spent and once a concept or word was achieved, 
it really was fixed and no revision was necessary as Christopher has 
a good memory which is not always the case with rubella children. 

Christopher did no writing at first as we thought that as he had such 
a late start it would help to speed his thought process if he did not have 
to grapple with the mechanics of writing. So all his work was done with 
apparatus which we insisted was always used from left to right in 
preparation for him to write. We waited for him to show us when he 
was ready for writing. I often made new apparatus with Christopher 
watching so that he saw writing appear before his eyes. He also watched 
other boys write or draw. Christopher showed us he was ready to write 
one day when he was left alone with a blackboard and chalk. He drew 
10 squares with the numerals underneath and the appropriate number 
of spots, all quite correctly. After this achievement he was encouraged to 
write all his known vocabulary, also to draw. As Christopher had such a 
late start and was totally deaf, we decided that it was more important 
to give him a means of communication by visual and tactile methods, 
therefore no attempt was made to teach speech. The struggles to get 
Christopher to finger-spell were many, as were the methods used to 
achieve this including strapping, with sellotape, plastic letters on top 
of his fingers with a chocolate drop underneath, in order to get him to 
spell the letters and win the chocolate drops. Even now he is not offering 
to communicate by finger spelling except when shown a banana—his 
favourite fruit. However,he does respond to finger spelling but only 
from the very few people he has known longest and best. 

Christopher is keen on drawing and on copying plans to make 
models. These occupations give him great pleasure. Recently he finger 
reads his letters from home with great glee and a simple version of 
the Nativity. 

This is an attempt to tell how we tackled the problem of teaching 
one multiple handicapped boy who had also a late start. I must say 
that without the active co-operation of his parents and all the other 
people with whom he comes into contact, the mere teachers’ part would 
be of little value to the child. In teaching Christopher he has taught me 
much about teaching which I could only have learned by contact 
with such a handicapped child. Christopher is much less withdrawn. 
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and is beginning to take part in social activities, especially with his 
family. He is still lethargic, retarded and uncommunicative, but there 
are signs of improvement so we all continue to try and to hope. 


Points from discussion. 

Mr T. N. Brown (Headmaster Tottenham School for the Deaf) said 
it was difficult to get suitable books for senior children with a sight 
handicap of such a degree that it prevented them from reading even 
with a desk aid, the normal school books. 


Mr Williams said one means of helping them was by means of a 
bulletin typewriter, but although some of these commercial reproduction 
aids were now being examined by people in the P.S. world, they were 
probably too expensive. Mr Lumsden said that as long as he had been 
at the Ministry of Education this had been a subject of discussion, 
but that because the number of children is relatively so small and the 
total number of books required so small that it was just not worth 
anybody producing it. In New Zealand the Government printed a 
termly bulletin, a copy of which is distributed to every child in that 
country, and they photographed these bulletins up to a larger size for 
each of their partially sighted children. It was all right for the younger 
children where you had a good number of readers, but seniors needed 
a vast variety of books of the sort usually printed in small print, i.e. 
the dictionary, and this was a problem for which there appeared to be 
no solution as yet. Miss Adams said there was also a need for large 
printed matter for adults who were partially sighted and she wondered 
if this could not be made a national issue and would then help our 
P.S. children when they left school. Miss Henham-Barrow pointed 
out that public libraries were particularly helpful to the point of collect- 
ing together a number of specially clear printed books and setting 
these aside for those who need them. 
Mr Reed (Psychologist, Audiology Unit, Gray’s Inn Road) asked Miss 
Baker whether the later developer she spoke about was truly a “ late 
developer ”’ or whether in fact this might have been that he just wasn’t 
given the same opportunities at an early stage. 

In reply Miss Baker said that she felt this was probably so, but of 
course it could never be proved. 
Mr Gaskill (Headmaster Royal Cross Schools, Preston) said he under- 
stood that in Scotland they were experimenting with including an 
occupation centre within the special school—since one of the criticisms 
of parents was that occupation centres removed the chances of providing 
a higher level of aspiration, would this not be the best way of dealing 
with children who did not “ fit in ”’ to their educational setup? 
Mr Lumsden in answer said that administration in England differed 
and that although there were schools, not necessarily for the deaf, 
who were making this kind of experiment, it was not easy to foresee 
the trend. 
Mr Gaskill asked if a Nursery Trained Assistant could be employed 
to take a multiply handicapped child during school hours because he 
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felt these children needed training of a sort which need not necessarily 
be given by a qualified teacher. 3 . 
Mr Lumsden in answer said that children sent to school for the purpose 
of being educated, should not be taken away from people who had the 
kind of training which was desirable for educating children, though at 
boarding school a child was not expected to be under instruction from 
qualified teachers for 24 hours of the day. Mrs Ingall said she often 
told one of her nursery assistants to show a child how to undress and 
dress and learn the names of hisclothes etc., whilst the qualified teacher was 
taking a lesson from which this particular child would not benefit. 
Mr Lumsden agreed that this was the proper function of the nursery 
assistant, but she was under instruction from a qualified teacher and 
the point he was making was that you did not put a child in the 
charge of a nursery assistant. 

Mr Freeman(parent) asked—as Mr Williams had suggested a partially 
sighted child had to make a great effort to see, presumably a multiply 
handicapped child could only be subjected to pressure of education for 
specific periods—how could one determine this? 

Mrs Ingall said the child himself would determine this by the amount 
of time he was prepared to sit and concentrate, and it would vary from 
day to day. Miss Baker said she had found that whilst it often appeared 
that a multiply handicapped child had periods of doing nothing, she 
felt that this was not so, something was going on about something 
which had been put in previously and it was, therefore, part of his 
development. 


Sth SESSION 
9.30 am. SUNDAY, 8th JANUARY, 1961 


Mr H. H. SHORROCK (Headmaster Longwill School for the Deaf, 
Birmingham) took the Chair for this session during which we heard of 
the work in three schools where deaf/blind children are accepted. 

Miss JOAN SHIELDS speaking about ““ PATHWAYS”, the Unit 
for the Deaf/Blind at Condover Hall School for the Blind, Shrewsbury 
said: 

Although we have now been working at Pathways for 10 years, it is 
not possible to judge how successful we have been. Our children can- 
not be judged academically as our definition of success is the degree of 
social adjustment which they achieve. The school is really a compre- 
hensive one covering all ages—we have more totally blind than those 
who see a little and there are varying degrees of deafness. Our standards 
are different from other schools—for example we could not expect 
the language achievement of a blind school. Less than half of our 
children know their names and still fewer know why you need to find 
out your name. They are a very mixed age group—a lot of them are 
under ten, then you have the older ones, and really there is no ‘‘ middle ”’ 
school. Being so mixed and such a small school makes it particularly 
difficult to assess success. 
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In the school there are more adults than children, each working 
with one child at a -time—it is individual teaching and therefore the 
degree of handicaps relatively does not matter all that much. The 
children spend 54 hours in school each day and it is ‘‘ in school ” that 
they are generally at their best. Occupying them out of school hours 
is where most of our difficulties arise. 

Whilst we are not trying to achieve academic results, it is nice when 
there is an opportunity to teach such a child. Our chief aim is one of 
independence and a means of communication with other people. The 
children started towards independence by feeding themselves and then 
on until they were able to make a journey alone. Whilst these children 
are learning to be independent, there has always to be someone at 
hand, though the child must not realise it, to see that they came to no 
harm. Making up their own minds was another stage of independence. 
The really deaf/blind child showed his intelligence by his behaviour and 
even a behaviour problem was better than none. Our biggest joy is 
when an apparently difficult child shows development. 

I have recently been helping the young actress who is taking the part 
of Helen Keller when small in the new Stratford on Avon production 
of “The Miracle Worker” and showing her how the deaf/blind 
behave. The struggle between Helen Keller and her teacher goes on all 
the time at Condover, a struggle which only ends when the point is 
well and truly made . . . and when it is made, this proves intelligence. 

This was the spirit of the work at Pathways—to guide each child 
towards independence and an ability to communicate in one way or 
another with the outside world. 


MISS K. MITCHELL (Headmistress West Ham School for the Deaf) 

gave the following account of the WEST HAM DAY UNIT FOR 

DEAF/BLIND CHILDREN. 

I have been asked to speak about the unit for the deaf/partially sighted 

children in the Day-School for the Deaf at West Ham. What you want 
to know, I think, is how a group of this kind is working within the 

framework of a day-school for the deaf. 

We have three children in this group, Jane, born 18.12.53, Lesley, 
born 22.10.52 and Bunty, born 29.1.53. We have had Jane since she 
was 2 and almost a year ago I was asked if we could take Lesley and 
Bunty. I considered this request very carefully and did not say yes 
until I was quite sure I had: 

1. The full and sympathetic backing of the Local Education Authority. 
2. A suitable teacher, extra to the staff of the school. 

3. Willing helpers. 

4. Suitable accommodation. 

These things are essential for the success of any group of children 
with a severe additional handicap. They have been stressed over and 
Over again by the speakers at this Conference. We have another group 
of children with an additional handicap and the same things are 
necessary for them. Having made sure of these things first, we started 
the Group in June 1960. Jane is severely deaf. She is gradually learning 


a9 


to use the sight she has. She is learning to lip read a few words within 
a distance of 3 feet. Lesley has more hearing and more sight than Jane, 
but is not lip-reading yet. 

Bunty has some sight and hearing; but it is difficult at this stage, to 
tell how much use she will be able to make of them. 

These three children are the ones you saw in the film on Friday 
Evening. I already had a teacher on the staff whom I thought had the 
qualities and experience necessary for teaching this group. The extra 
teacher I was allowed to have came to take her place. It is very important 
to have a deep knowledge of the development of normal children and this 
teacher had a background of experience in normal schools and with 
normal children. The personality of the teacher is all important. What is 
needed is a quiet manner, firmness so that the children always know 
what to expect, no sentiment, but the same kind of loving handling 
that they get at home and an ability to preserve an open mind in dealing 
with the particular needs of each child. The relationship between the 
teacher and the child is most important—the term already used at 
this Conference is—being “en rapport ’’. The school and the home 
must be “‘en rapport” too and this may be where the unit in the 
day school scores most heavily. 

How were we in West Ham, with the facilities we had, to help our 
children most? 

First we had to know exactly what we were aiming at. We had to 
bear in mind always the stages through which any child goes and re- 
member that our children are children first—children with a handicap. 
The development of social awareness is the chief aim. To the end of all 
our lives this is something that is always developing. We hardly realise 
that a normal child is developing. 

To enclose their world and make it secure seemed to be the first 
thing to do. The room was small and pleasant. These things are 
- important. It is important that they should have a room of their very 
own—small enough to be intimate and to become well-known—to 
have things in it that they can look after (such as flowers on the table, 
fish in a bowl) where they can receive impressions in a tiny world, 
where they can become aware of each other, where the teacher can 
follow the child’s interests more easily, where the child can bring 
something from home and put it in a place of honour if he wants to, 
or to take something home. Lesley, for instance, brought a highly 
coloured picture of some ancestral house and put it on the wall and 
it has not to be touched—it is a most unsuitable picture, but she likes 
it. 

But I think it would be a mistake to cut off the group from the rest 
of the school I was glad that this room was numbered amongst the 
other classrooms—No. 4—very important—the 4 belongs to them. 
The other numbers belong to others. 

A child from the Spastic Unit joins them for an hour every morning. 
I wondered how this would work out, but it has been a good thing. 
He has become part of their small world and it is helping them to 
learn that they must share their room and their teacher. 
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In this intimate little world it is easier for the teacher to watch for 
the normal stages of development. They follow as with normal children 
—much later and much slower. For instance, Lesley at the moment 
is at the tidying and dusting stage at the age of 8. Jane seems to have 
passed through that stage, but she was just the same a year or so ago. 
It is no good hurrying through a stage. It must take its time. The teacher 
has to learn to stop and wait. 

Although this smallness and intimacy is absolutely essential, there 
are times when the children can share in the life of the school—for 
instance they can share in a party. One of the many small ways of 
making them more aware is for them to wear a party dress for a 
special day. If it glitters with sequins (or the plastic equivalent) so 
much the better aware of it they are. 

Communication, of course, in some form or another can go on all 
the time in such an intimate group—signing, drawing,—whatever is 
possible. Social progress—what we are aiming at—depends on com- 
munication. This brings me to the use of hearing aids. Individual aids 
are worn all the time—just as glasses are worn—to bring an awareness 
of sound. Social sounds come first, as they do with normal children 
—the sounds that are related to life—such as splashing in the bath, 
the sound of the human voice if that is possible (and a speech trainer 
can be used for this purpose) but it is a long time, I feel, before speech 
sounds should be taught deliberately. It does not mean anything 
before it is realised that these sounds are a means of communication. 

It is no good trying to teach speech and school subjects until the 
child is ready for-it. We are trying not to be too anxious to get to the 
stage we as teachers understand, and to be prepared to accept what the 
child is ready to do. 

We try to remember that it is in the quality of experience and 
information we give when the child is ready for it that an enriched or 
poor future lies—as with all children. 

It needs a very wise teacher to be able to watch and wait and to 
seize opportunity. 

The children come to school in the morning in the normal way. 
Jane and Lesley come on a school coach. Bunty comes by car with 
another child but only because there are no other children from that 
area. They join the infant children to take off their coats. Then they 
go along with their teacher to their own room. I think morning 
assembly is something they should share as soon as it is possible. 

I have made a few notes on the progress of the children and this will 
give you some idea of the problems. 

JANE has been in the nursery since she was 2 years old. For a long 
time she found it necessary to have a grown-up near her. She was lost 
without someone near. Later she began to do things on her own—she 
began to tidy up and be under everyone’s feet. She liked to gointo the 
little sound-proofed room attached to the nursery for individual 
lessons. 

We found she could distinguish colours and teaching has been based 
on this. It has been a question of sight as well as hearing training 
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First came colour matching, then shapes differentiated through 

colour and number through colour. 

Communication has been by drawing and gesture. She cannot see 
the blackboard. There is always a paper on the table. She is beginning 
to lip-read within 3-ft. She lip-reads the names of the things 
around her like “table’’, “ fish ’? and phrases like ‘“‘a blue door ” 
and the names of people. She can also read these. Confidence in dealing 
with things very close to her must come first. The size of the print she 
can see is about | inch but this has gradually got smaller and is still 
doing so. She can count and understand numbers to 10. There was a 
long pause at 5. 

She is just beginning to differentiate between vowel sounds (with the 
help of lip-reading) on the auditory trainer and to use voice purpose- 
fully. Until recently she has been a very silent child, hardly using any 
voice at all for anything. 

Manually she has made much progress during the last year. 

The words she knows can be written into her hand and she under- 
stands them. 

LESLEY seems to be following the same pattern as Jane. She has 

more hearing and appears to have more sight. She cannot see the 

blackboard, but can see letters an inch high on paper on thetable and 
with Lesley, too, the size is getting smaller. She is still at the pottering 
stage. She is not lip-reading yet. She has a vocabulary similar to Jane’s. 

She writes and reads these words. Communication is by drawing 

and gesture. 

BUNTY Bearing in mind the development of the normal child, 

she can now go to the toilet on her own, she is beginning to help to 

wash herself, she is eating better and showing choice (at the Christmas 

Party she showed a preference for little cakes and ate 8) She is now 

picking up anything dropped. She will do things with her teacher—e.g. 

she will roll a ball to and fro, but she will not do it with other children. 

She copies a bouncing ball. She seems to be more aware of the children 

—e.g. if they are playing with bricks she will join them. She seems curious 

about them. She does not respond to auditory training as yet. 

Here are some of the things we try to do with all three children: 

1. Remove frustration, e.g. sharpen pencil at both ends, let them have 
paper to test crayon colours before they draw. 

. Teach them to be careful. If they knock things over, show dislike. 

. Persuade to work. 

Keep to a regular routine—to help to give security. 

See that there is no muddle either in their learning or in the classroom. 

Go slow—or stop altogether for a time if necessary. 

. Give them jobs to do when possible, e.g. send on messages. 

. Be ready to see when a thing is difficult. Take nothing for granted, 
e.g. it took a long time for Jane and Lesley to realise that the weight 
of a watering can was greater with water than without. Unless a 
thing like this is taught it makes for clumsiness. eat 
At present this unit of these three particular children is working. 

The progress that all three of them are making is more than I had dared 
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to hope for. I see no reason why it should not go on working provided 
that the facilities go on, too. We shall not place the children in the 
ordinary classes in the school, although we should have tried it with 
_ Jane if the other two had not come along. When Jane’s mother knew we 
would keep Jane beyond the nursery stage, her delight was worth all 
the extra trouble that having a child with partial sight means to a 
school. But I do not see why they should not take an increasing part 
in the life of the school. The rest of the school has certainly accepted 
them. When they are ready for a wider horizon, it is there for them. 

We have another group of children who have an additional handicap. 
When they went in to Assembly and were put in line with another 
class, they knew how to conform. They were ready for it. 

In conclusion, I would say that an educational establishment is 
perhaps the only place where the children can be taught the sense of 
awareness, where there are teachers who know both the problems of 
the handicap and the capabilities of the normal child. What is the best 
form of educational establishment? I don’t know. Some place is 
definitely needed where there can be observation over a long period of 
years. Mr Reed has also said something about this in his paper. 

So many of our children will never get far academically or will be 
self-supporting, leading independent lives without the care and guidance 
of others, but they can be taught to rise to awareness of living. This 
perhaps does not come within the ordinary sense of educability, but 
surely it is education! What happens after school is the all important 
question and one which it is most urgently necessary to consider. 


DRT. H. WEIHS, Superintendent of the Camphill—Rudolf Steiner 
—Schools, Aberdeen, speaking of the TEACHING OF DEAF AND 
BLIND CHILDREN IN THE CAMPHILL SCHOOLS, said: 

As the title of my lecture was not chosen by myself, it may possibly be 
somewhat misleading. I should therefore like to say a few introductory 
words about it. 

Our efforts to help children with combined visual and auditory 
handicaps spring mainly from two sources: firstly, the education which 
possibly includes the social aspects, and secondly the medical side. 
But education is essentially concerned with the development and the 
unfolding of the naturally inherent potential of the child, and medicine 
with the cure and prevention of illness. With the children in question, 
the naturally inherent potential seems severely impaired and they 
mostly represent rather the after-effects of illness. Taking these two 
facts into consideration, education is applied to the available remnant 
of potential and becomes special education, and medicine has made 
great strides towards the prevention of causating illnesses as well as 
towards corrective surgery. This two-fold approach is adequate only 
as long as the child’s personality-development is not disrupted by its 
sensory affliction; hence our need for assessment intellectually, emotion- 
ally and in regard to contact-possibilities. We know, however, that a 
majority of congenitally blind/deaf children are severely disturbed and 
handicapped in their entire development. 
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The developmentally handicapped or disturbed child, however, does 
need yet a more specific approach. For some decades, earnest attempts 
have been made, especially in Switzerland and Austria but also in the 
United States of America, to establish a new science between, so to 
speak, Medicine and Education. Asperger, Professor of Paediatrics in 
Vienna and Innsbruck writes in the introduction to his book 
‘* Heilpaedagogik ’ (Springer Verla, Vienna 1956): ‘‘ We shall call 
‘ Curative Education ’ that science, which based on biologically founded 
knowledge of abnormal child-personality, seeks mainly paedagogical 
ways of treatment for intellectual and sensory defects, and for nervous 
and emotional disturbances in childhood and youth. The guidance 
that springs from a true knowledge of human nature is able, favourably 
and decisively, so we believe, to influence disturbed personalities.” 

I assume that each of us has met a blind and deaf child. We therefore 
know the agonising experience of strangulation we endure when, to 
begin with, we realise our inadequacy, our failure to communicate. 
But we also know the moment of redemption when we have witnessed 
the first spark of real contact, when we have caught even the faintest 
glimpse of the child’s eternal being. Out of our direct experience of 
total compassion, however fleeting, we know that we may arrive at a 
true knowledge of the mystery of human nature only if we include in 
our biologically and psychologically founded knowledge, the scientific 
appreciation of what is divine and eternal in human existence. The 
importance of including an appreciation of the spiritual aspect of 
human existence in our understanding is well known, if perhaps not 
always admitted to. Many of you will probably know the lovely little 
book by Agatha Bowley—* The Young Handicapped Child ” (Living- 
stone 1957)—in the last chapter of which “Child Development” she 
writes so beautifully and modestly about these matters. The way to 
include this aspect in the modern natural scientific approach has been 
shown by Rudolf Steiner, the Centenary of whose birth occurs this 
year in February. 

Normally, we establish our Ego, our personality, through the fullness 
of the circle of the senses and their integration. Modern sense- 
physiology has added to the 5 primary senses of Hearing, Sight, Taste, 
Smell and Touch, another 4, those of Life, Movement, Balance and 
Warmth. Rudolf Steiner has described how also our perception of 
words, of thoughts, even of the ego-nature of another person are of 
sense-nature. (The sensory nature of word- and thought-comprehension 
was also worked out by the German philosopher, Scheler and in the 
Phenomenological School of Husserl.) The entirety of the senses 
opens up three worlds: the senses of Touch, Life Movement and Balance 
provide the experience of the “ world ”’ of the body, our ‘“‘ I HAVE”. 
The senses of Sight, Taste, Smell and Warmth open up to us the 
‘“‘ world ” of Nature around us, the “IT IS”. The senses of Hearing, 
of Word, of Thought and of Ego lead in the “ world ” of culture, the 
world of the Spirit. Here we experience our ‘“‘ I AM ”’, 

The newborn infant lives essentially in the bodily senses of Touch, 
Life, Movement and Balance, including, to begin with, the sense of 
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Warmth, probably also of Smell and Taste, in the dream-like existence 
of its body. Only gradually,within the first week or two, do the senses of 
Sight and Hearing begin to unfold. The senses of Word, of Thought 
and of Ego, however, are not laid in our cradle; they only gradually 
awaken to activity in the course of the child’s development. 

Having come so far, we may perhaps now put the first tentative 
question; What is the developmental situation of the deaf/blind 
child? What is the specific significance of Sight and Hearing for child 
development? We are, of course, agreed on the outstanding value of 
Sight and Hearing for our orientation and information and, therefore, 
for learning, but we know that only in rare cases have children managed 
to achieve a complete personality-development in spite of an early 
double sensory defect, and if they did, learning presented no real 
difficulties. (You are all no doubt familiar with the biography of 
Helen Keller.) 

A recent, very extensive investigation into “Blindness in Children’’ 
(Norris, Spaulding & Brodie, Chicago University Press 1957 p.65) led 
to the conclusion that “favourable opportunities for learning (“I 
would say for development’’) are more important for determining 
the child’s functional level than such factors as the degree of his blind- 
ness, his intelligence as measured by psychological tests or the social, 
economic or educational background of his parents.” 

Now we have realised that the sense of Sight is the gateway to our 
meeting with all that is Nature, the turn-key to the integration of all 
our lower senses, the senses of Touch, Life, Movement, Balance, 
Smell, Taste and Warmth into what is beyond the circumference of the 
body, thus making possible the experience of the glory of the world 
around us. 

A child in whom the sense of sight has never dawned is not only 
blind in that he does not see, but he has also been deprived of the 
fundamental stimulus to learn to Jook—look not only with his eyes, 
but also with the touch of his fingers, with his possibilities of movement 
and balance, with his senses of Smell, Taste and Warmth. He may not 
wake up at all to a realisation of the world around, particularly if he is 
also afflicted with deafness, but even the hearing blind child may 
stand before us, rocking and swinging, lonely, his very speech merely 
an enjoyment of musical and movement qualities rather than a real 
communication or meaningful expression. 

Likewise, is the sense of Hearing a gateway to the realm in which 
we communicate with other men, the world of culture, the world of the 
Spirit. Hearing opens the way; the senses of Word, of Thought, the 
sense for the perception of the other human ego only unfold gradually 
in the first years of the child’s development. Hearing is already well 
established before word-understanding awakens. What is it that brings 
on the development, the awakening of the three higher senses which 
so fundamentally make us human beings? These three senses which 
are so essentially human. 

It is infinitely revealing to read in Hellen Keller’s biography how she 
had known and differentiated words written into her hand by her 
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teacher for some time before suddenly, while she stood at the fountain 
with water flowing over her hand, the word “ water” was spelt by 
her teacher, thus bringing to birth her sense of Word! It would, of 
course, require more than the short time at our disposal here to convey 
clearly the meaning and the development of the higher senses, but I 
would just like to indicate what is essential as a basis for therapy. 

The first three years in a child’s life are marked by the three funda- 
mental steps of human development; the achievement of uprightness 
and standing in the first year, the development of speech in the second 
year, the unfolding of the power of thinking in the third year. The 
establishment of movement-control which leads to the upright position 
and to walking lays the foundation for the sense of Word. The finer, 
more differentiated motor-control which manifests in the acquisiton 
of speech provides the basis for the sense of Thought, and the develop- 
ment of Thought prepares the organ for the sense of the perception of 
the other Ego. This has been described in detail by Dr Konig in his 
book: “Die ersten drei Yahre des-Kindes’’. (Verlag Freier Geistesleben, 
Stuttgart 1957). 

All three steps, even the unfolding of Thinking, can be understood as 
a differentiation of motor-control and motor-co-ordination in an ever 
more refined way. In as much as we truly learn to foster and support 
the deat/blind child’s motor-development in the above sense, we may 
hope to prevent its being imprisoned in the world of its own body and 
to open the way for the child to attain to a meeting with the world 
of culture. 

Rudolf Steiner inaugurated an art of movement which contains in 
specific and strictly differentiated forms all the elements of music, 
language and gesture. Apart from generally helping the child to develop, 
Eurythmygestures can—in conjunction with the appropriate emotional 
situation such as, for example, satisfaction, expectation, anxiety and 
so on—open up the initial ways of expression. In connection with 
sounds, fundamental help can be given to the child for the attaining 
of an experience of pitch and particularly of speech sounds. One of the 
most striking results of Eurythmy exercises is the child’s attainment 
of rest and tranquility between movements. Through this, the deaf child 
can be given a first experience of listening, an experience he may otherwise 
never achieve. If even only the slightest experience of sound is made 
possible to the totally deafchild, a great step has been made in providing a 
basis for human contact and spiritual understanding. We have learned to 
distinguish between Hearing and Listening, we have learned to distinguish 
between Seeing and Looking. The importance of the latter is borne out by 
the observation of Norris, Spaulding and Brodie of Chicago: (p.57) 
“It was difficult to understand how some children who had extreme 
retinal damage were able to function visually, although the evidence 
that they did so was conclusive. This psycho-visual efficiency occurred, 
however, only when the situation was very favourable for the child’s 
development. On the other hand, some of the children with the least 
eye-pathology made little use of vision and appeared to be blind.” 

Particularly for the child who is blind from birth and who, therefore, 
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is not only blind, but has never learned to /ook, the stimulation of any 
possible remnant of sight is of the greatest importance. When one 
studies the embryological development of the human eye, Goethe’s 
statement that the eye was created by the light becomes readily under- 
standable. ‘‘ The eye owes its existence to the light. Out of indifferent 
animal organs, the light created an organ of its own nature, so that 
the light within may advance to meet the light without.’’ (Goethe’s 
‘“* Farbenlehre.”’) We can, however, no longer encounter the sunlight 
directly with our eyes; only when the light is mitigated and the deed 
and sufferings of the light in the darknessappear in the glory of the 
colours, may we raise our eyes to it. On the basis of such considerations, 
which we may not go into more fully now, we have developed a light- 
colour treatment in Camphill which we have used for the past nine year 
for our blind children. I will describe the process briefly. We gradually 
learned to distinguish four degrees of vision or blindness which precede 
full and normal human sight: 


0. The condition in which the child shows no reaction to even intensive 
changes of light and darkness, where the pupils remain in their 
wide or contracted position, a condition usually combined with 
strong rolling movements of the eyeballs. 

. The child shows no appreciation of light-experience but the pupils 
react to strong light. Nystagmus. 

2. The child shows an enjoyment of light, seeks the experience of light 
falling into its eye, sometimes combined with a first perception of 
colour. 

3. Vision begins to “‘ reach out ”’ but only moving objects are perceived. 

4, Human vision. Objects are seen and recognised in form and colour, 


Among the children we have so far treated, all the degrees of vision 
or blindness described were represented except the last. We found that 
a specific approach to the problem was needed to lead over from any 
one phase to the next. In all the children in whom the optic part of 
the eyeball was developed, the step from phase 0 to phase 1 could be 
achieved. To this end, the child is taken into a completely darkened 
room, helped to relax, also to relax the facial muscles by a gentle 
stroking of the face and a covering of the eyelids. Then, a red light 1s 
projected by means of a concave mirror into each pupil, always followed 
by a period of relaxation in the dark. Through this exercise, which is 
continued rhythmatically, the rolling eye-movements are gradually 
halted and the reaction of the pupil sets in. Once this mechanical 
reaction is established, the mirror is discarded. 


The next step of bringing the child to an enjoyment of light and 
colour is based on the use of red and green light. The exact complement- 
ary colours have to be used to stimulate the physiological retinal 
process of dissimulation and assimulation. The colours must again be 
used in a darkened room and in rhythmical alternation corresponding 
to the rhythm of breathing—about the proportion of | x red to 14 x green. 
The “active” colour should always be used for the shorter period, 
the “‘ passive ”’ for the longer. 


— 
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The usual result is that the child achieves an appreciation of colour- 
experience before white light can be perceived. It must be stressed that 
this treatment should be carried out under constant medical Supervision 
and guidance. When the child has thus established this rather vegetative 
possibility of vision, the next step is to call out of the child’s colour- 
enjoyment the activity of looking. Again in a dark room, movements 
of coloured light on a white screen and the coloured shadows of 
eurythmical movements are shown to the child and the child tries to 
trace the movements of the coloured light with his arms. Through 
these exercises, the third phase of vision, a phase we probably share 
with many of the animals, namely, the perception of movement, 
can become established. 

The last step which is to lead to the seeing of objects has to start with 
the touching and handling of objects and then go over to the attempt 
at visual appreciation while the hands are withdrawn and kept quiet. 
The looking whilst the hands are restrained helps the child to stretch 
out his vision in an attempt to behold the object. Also this exercise is 
best done in a dark room, the object which should preferably, to begin 
with, be a plastic form like a form or a book, being lit up in coloured 
light. It may take a number of years to lead a child from one phase of 
vision to the next. It may also proceed in a few therapeutic sessions. 
Even if a child can only be helped to take one of the steps, it is probably 
equally important for the development of the child to take the step 
from the first to the second stage as it is to take the step from the third 
to the fourth. In the nine years of our efforts in this direction we have 
been able to see a few children through all four steps. When a child 
who has once been blind arrives at the fulfilment of human vision, in 
the moment when he looks eye to eye into our face, we may behold 
the healing power of redemption. 


MR D.C.WOLLMAN (Dept. of Audiology & Education of the Deaf, 
The University, Manchester) speaking on “ TEACHER TRAINING ” 
said: 
This session is concerned with teacher training and if it is to be in line 
with the rest of the Conference it must presumably concern itself with 
the training of teachers for children with a combined visual and auditory 
handicap. My contribution is specifically related to the training of 
teachers for deaf children as carried out in the Department of Audiolo gy 
and Education of the Deaf in the University of Manchester. I shall, 
however, try to deal in a general way with a number of points which 
need to be considered by those concerned with the organisation of 
training courses, using the Manchester course to provide illustrations 
of these general points. 
1. Number of places available on the training course: 
This will depend on accommodation and staffing. Accommodation 
here has to be given a wider connotation than the number of rooms 
in a building; it must also take account of facilities for practical 
work with children. A training establishment for teachers cannot 
function in isolation; it needs to collaborate closely with schools. 


68 


In the Department at Manchester we train between seventy and 
eighty students every year and we are grateful to the many schools 
who enable us to do this by providing facilities for practical work 
for our students. 
2. Selection of students: 
Most training establishments require certain minimum qualifications 
for admission. Candidates for our course at Manchester must be 
either University graduates or certificated teachers. In addition, 
when considering applicants, we try to ensure that we choose those 
whose personal qualities are suited to the work they are going to 
do. 
3. The contents of the course: 

The choice of what to include in any course is a thorny problem. 
There are always those who are ready to say that subject ““A”’ should 
be included and subject “‘ B”’ omitted. There are always new aspects 
of the subject clamouring for consideration. However much knowledge 
of the field may expand, the time available for assimulation of this 
knowledge by students remains constant. Consequently we are 
ever concerned to review the content of the course at Manchester 
to ensure that new developments and particularly the findings of 
research projects currently in progress in the Department are included. 


The content of the course of training for those who are going to 
teach children with impaired hearing can be briefly summarised under 
the following heads: 

(a) Psychology and child development: 
This has reference not only to the psychology of deafness, but 
involves also a study of the mental, emotional, social and linguistic 
development of children who are not handicapped. 

(b) Audiology: 
The course in Audiology covers the study of the anatomy and 
physiology of the organs of hearing and speech. It deals also with 
the causation of deafness and the evaluation of hearing impairment. 
Practice is provided in pure tone and speech audiometry. The 
performance of different types of hearing aid equipment is demon- 
strated and students have experience in using such equipment 
with children. Another part of this course is concerned with 
acoustics. 

(c) Speech teaching: 
This provides theoretical and practical work in the techniques and 
methods of speech teaching. It also involves a knowledge of the 
frequency and intensity characteristics of speech sounds. 

(d) Methods of teaching: 
This includes a knowledge of developments in schools for hearing 
children as well as of special methods. 

4. The organisation of the course: 

Allied to the content of the course is the way in which the training 

of students is carried out. The emphasis throughout is on practical 

work withchildren and on the practical application of the information 
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and ideas which are obtained from lectures, tutorials and reading. 

Students are divided into groups each consisting of ten or eleven 

students under a tutor who as well as supervising practical work 

provides guidance with reading and written work. The arrangement 
of the timetable will help to indicate the stress on practical work. 

During the first and third terms lectures and tutorials are held on 

two days of the week and the other three days are spent in practical 

work with children. The whole of the second term is occupied in 
teaching practice which is carried out in twenty-two schools in 
different parts of the country. Two groups of students specialise in 
work with nursery/infant children and one group with pupils of 
secondary age but all students are required to have practice with 
junior children. 

5. The Assessment of Students: 

Those concerned with the organisation of training courses have to 

decide in what way they will judge the abilities and attainments of 

students. Some use examinations and others assessments. At Man- 
chester we use both methods; students are required to take practical 
examinations in class teaching and speech teaching as well as five 
written papers; but their work during the whole of the course is 
also taken into account. Students who achieve a satisfactory standard 
in both the practical and written examination are awarded the 

University Certificate for Teachers of the Deaf. Those who achieve 

a very high standard in both teaching and the written papers are 

awarded the Certificate with “‘ distinction ”’. 

In the issue of “ Talk” for Autumn 1960, Sir Alexander Ewing 
has written a very detailed factual account of the work of the Depart- 
ment at Manchester. In his article he stressed the importance of research 
as an integral part of the work of any university department. Investiga- 
tions into a wide range of subjects are being undertaken by members 
of the teaching staff and by workers appointed for specific research 
projects financed by grants from the university and from such organisa- 
tions as the Medical Research Council and the Leverhulme Trust. 

It will be apparent from what has been said during this Conference 
that a combined auditory and visual impairment constitutes quite 
a different category of handicap from either an auditory or a 
visual defect in isolation. The course at Manchester is specifically 
designed to train teachers of deaf children. It is true that, as a recent 
investigation has shown, schools for deaf children contain a consider- 
able number of pupils with dual or multiple handicaps and students 
will meet and teach these pupils during their practical work. It is 
also true that much of the basic training will have direct relevance to 
the problems of children who are both deaf and blind: knowledge of 
normal child development, skill in the evaluation of hearing, under- 
standing of communication difficulties and linguistic problems are 
examples. Mr Williams is to talk about the training of teachers for 
children with impaired sight. I shall be interested to hear whether he 
advocates as essential separate training for both handicaps in order to 
qualify as a teacher of those with the dual handicap. This, I believe. 
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is the usual procedure at present and it could certainly be argued that 
teachers need to be versed in the techniques appropriate to both. 
On the other hand, as pointed out earlier, the methods appropriate to 
either handicap encountered singly need considerable adaption when 
both impairments are present. I do not know whether any suggestion 
has been advanced for a special course of training for teaching children 
with the dual handicap. If such a proposal is under consideration, 
perhaps the points I have suggested will serve as a basis for discussion. 


MR G. WILLIAMS (Headmaster Walthamstow School for the Partially 
Sighted) continuing the subject of “‘ TEACHER TRAINING ” said: 
It is with trepedation that I speak on the topic of “‘ teacher training ” 
in connection with the rubella dually handicapped child—as my speak- 
ing will only confirm in you the doubts I already hold as to whether 
* this training is possible ’. Some years ago I was asked by a neighbour- 
ing authority to examine and advise on the education and training of a 
seriously handicapped home-bound child. He had a severe congenital 
heart defect which could not be alleviated even by the modern techniques 
of heart surgery, he was totally blind and he had a gross paralysis of 
the lower limits. What had this heipless little boy achieved by the 
age of 10?. In Grade I Braille he had a reading age of 9, could use the 
Jaylor Arithmetical Frame for the 4 rules to £s.d., could answer 
simple verbal arithmetic problems accurately and quickly, could name the 
Countries and Capitals of Europe, could tell in some detail the story 
of the last instalment of the “‘ Archers ’’, he had a few simple French 
phrases and common nouns, had a repertoire of well-known poems, 
named 5 great musicians—what talented teacher had got this seriously 
disabled child so far? I was certainly surprised to find this had been 
done by a simple housewife, an unqualified, uncertificated, originally 
unpaid, non-registered practitioner. When no one would attempt to 
teach this boy, she had volunteered, her basic qualifications being a 
stable adult personality, with a high degree of maturity and resource- 
fulness and primarily motivated by a burning desire to help and be of 
service. She had taught and led him to the extent of her resources—and 
her analysis of the difficulties was amazingly sound. However this boy 
had acquired the means of communication and the problem education- 
ally was not as difficult as that of dually handicapped rubella children. 
For these children I would want a person who was primarily a teacher 
of the deaf and who had acquired a broad understanding of the problems 
of communication—one who was not a bigotted oralist, to whom 
finger-spelling, conventional signs, were anathema. To such a teacher 
I would add the desire to help and assist the more seriously handi- 
capped and the ability to work on a face to face relationship with a child 
whose spirit is imprisoned within dual walls. It requires a very mature 
teacher, secure in the knowledge of her own teaching skills, optimistic 
and hopeful in the awakening of developmental potential, and patient 
enough to know when to wait and how long to wait for learning 
readiment, to deal with these kind of children. Her aim would be that 
of achieving for her pupil “‘ social adequacy’’ and in that pursuit 
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she would acquaint herself of all the skills of the blind world, learn of 
visual standards and be prepared to use and develop any residual 
function that remains. 

A recently published work on the philosophy of Nursing brings the 
concept of the Nurse as a substitute for what the patient lacks—‘‘ the 
Nurse must get inside the skin of each of her patients in order to know 
what he needs, she is temporarily the consciousness of the unconscious, 
the love of life for the suicidal, the leg of the amputee, the eyes of the 
newly blinded, a means of locomotion for the infant, knowledge and 
confidence for the young mother ’’—let us take this idea and ask the 
teacher to appreciate the difficulties imposed by the defective vision 
and hearing, the barriers to social communication, to get by sympathy 
into the inside of the skin of each of her pupils in order that whatever 
potentials there are may be developed to the utmost extent. 

Points from discussion after Session 5. 

Mr Chapman (Birmingham Education Committee) said units for these 
children could be attached only to special schools for two reasons, 
firstly since education was not defined in the Act, authorities had 
considerable freedom to do what must be done and secondly the staffs 
of the special schools have special training for teaching the deaf and the 
blind which staffs of social centres had not. He felt that whether these 
children could be helped in a day unit or in the residential schools 
such as Pathways or on Deeside, depended on the amount of help the 
parents could give their children. This would apply especially with 
regard to day units—could the speakers give some guidance on whether 
the necessary co-operation between teachers and parents could be 
achieved. 

Miss Mitchel in reply said as far as parents visiting the school is 
concerned, they are always welcome. I also think it is necessary for the 
teachers to visit the home and have some social contact with the 
parents apart from in the school itself. 

Miss Shields said there were difficulties in a residential school, but once 
the children were residential, the more they saw their parents the better. 
They liked mothers to come for the assessment, particularly if the child 
was very young as they needed information about him. But they also 
needed to know what the child was like on his own to find out how far 
it was the mother who brought out the best in the child and how much 
was the result of the “‘ rapport ’’ between mother and child—what 
the mother had been able to establish with the child, the teacher could, 
too. 

Mr Reed (Psychologist) said there was one point in Dr Weihs’ excellent 
exposition of the Rudolf Steiner philosophy which seemed to be a 
contradiction. The child had to be taught to look in the sense of looking, 
not necessarily by seeing, and taught to listen in that the sense of hearing 
opens up the world to the child, i.e. the baby lives in the world of his 
body at birth . . . with this he agreed—many of the children who are 
unable to make contact with people developed slowly because they 
were still living in a world of the body. Now it was thought that no 
children are totally deaf, and Dr Weihs himself said a little hearing 
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went a long way and even to hear something built up the child’s 
picture of the world. Therefore he was surprised to hear that Dr Weihs 
did not believe in the use of amplifiers, because he was sure that a baby 
should use a hearing aid as early as possible in order to open up his 
world and if this was done early enough you stopped the failure to 
make contact with people. Hearing was all around us and attracted 
us to something outside ourselves which was then dove-tailed in with 
the other sense, first vision, in order to give meaning to the world. In 
the case of these children who were blind or partially sighted, deaf or 
partially deaf, putting on a hearing aid at an early age meant there 
could be an attraction to people outside, first with mother, and then by 
relating this with something outside its body, eating, feeding, smelling 
and touching. This experience opened up the world outside. 

In reply Dr Weihs said that in the listening attitude, asin the looking 
attitude, the child’s attention was not concerned with the body, where 
as with smelling, balance or movement, concentration was directed 
towards bodily experience Now the child that in spite of deafness 
developed the listening attitude and therefore managed its individual 
personality development, might derive real benefit and stimulus from 
the early use of the hearing aid. But in most of the children they had 
seen with a severe hearing loss, there was also impaired development 
and the early use of a hearing aid, although bringing some kind of 
auditory experience to the child, did not stimulate his listening. He 
had seen some children who had had hearing aids very early who were 
looked upon as being able to converse with their elders and who struck 
everybody as being mentally deficient because their responses were so 
quaint. Examination of these children proved that their mode of 
communication was identical whether they used the hearing aid or not, 
and that it was only an apparent stimulation. They had gradually 
become aware that there was something going on, but their actual 
hearing was in no way responsible. The listening attitude they had 
found could be stimulated by other direct amplifications and most 
children, even the severely deaf, showed an appreciation of pitch and 
sound by direct singing into the ear. On the other hand, of course, for 
he language development a hearing aid must be used. 

Mr Read The child must of course “‘ use ” the aid, not merely ‘‘ wear ” 
it—you had to help parents to get the child to “‘ use’ his aid and the 
earlier this was done the more likely was the child to “ use ’’. It was 
possible to speak into the ear, but his wasn’t easy for teacher and parent 
all the time. The whole thing was an integration of the senses and if 
you spoke into the ear of a seeing child, he would not see you speak to 
learn this way—with a hearing aid you can speak from in front of him 
and make use of all the senses. 

Mr Williams said that the wider conception of looking and listening 
shown in Dr Weihs’ paper interested him immensely and he recalled a 
child who was born with congenital absence of eyes where there could 
be no seeing in the visible sense that we know at all, and that child 
developed almost as a normal child, the carriage of his head, the posture 
of his body and everything. 
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Mr Burton (Welfare Officer for the Deaf) asked if one of these children 
had passed through any of the Rudolf Steiner Schools and was now an 
adult living in open society and if so, what were they doing and what was 
their life like? 

Dr Weihs said he could not recall any—they were mostly in occupation 
centres making baskets etc., but they had, of course, to remember 
that their work was with the child who was disturbed and handicapped 
in his development beyond the mere lack of sight and hearing and 
unfortunately few of these children are able to live in open society. 


Mrs Rascher said some of you might remember how it is if one has 
not heard the words of a person with whom one is closely connected 
over a long period and one is able to have a long distance phone call 
—you can feel the experience of the voice which comes over the wire 
and this real soul experience is greatly due to your memory. All the 
so-called totally deaf children are able to experience strong sound 
rhythm, human sounds, music supplied from different instruments 
and I would say that the direct soul experience of music or language 
is something on which the child can rely. When it has the memory 
of that which is reality, then the substitute, which will always remain a 
substitute coming through the amplifier, can be used without harm. 
For one child this may not take long, for another it may take several 
years. 


Miss Mundahl questioned the desirability of teaching the written 
letter on the hand as opposed to the manual alphabet due to the limited 
knowledge of the manual alphabet in the outside world. 


Miss Shields in answer said the solution to this was not easy. It is difficult 
for a blind person who has never seen print to understand it. They have 
to be taught braille first and then go on to print. If they have some 
sight they can learn it. The manual alphabet was easy to learn and 
provided a quicker and more efficient way of communication than 
printing letters on the hand which was slow. The manual was best for 
the child who was so severely handicapped that he would be unlikely 
to go out on his own and have little need to communicate with the 
outside world without an interpreter. However, the intelligent deaf/blind 
child was taught the printed letters in addition to the manual alphabet. 
It had to be remembered that the written alphabet could be done in 
several ways which could be confusing. The number of people able to 
communicate by the manual alphabet was growing—its use for Guide 
and Scout badge work was an example of the widening interest. There 
was a new international alphabet on the way and they were looking 
into the use of this for the deaf/blind children. Miss Shields also 
mentioned the tadoma method which makes use of touching and 
feeling the lip movements and vibrations and by which the deaf/blind 
child who was intelligent enough to go out alone into a shop, would 
in all probability be able to speak and understand speech. 

Mr T. Brown (Tottenham School for the Deaf) asked if Mrs Ingall could 
tell them how she had managed two deaf/blind children in the nursery 
class for deaf children. 
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Mrs Ingall said Lesley had gone there first and by the time Bunty 
joined her, was very much a social being. Also at that time she had been 
in a position to have an assitant in the nursery who could give an eye to 
Bunty all the time. Otherwise it would have beena tremendous problem. 


6th SESSION 
1.45 p.m. SUNDAY, 8th JANUARY, 1961 


With Mr S. O. MYERS (Headmaster Condover Hall School for the 
Blind) in the Chair, this Session took the form of informal discussion 
on the TRAINING AND EMPLOYMENT OF DEAF/BLIND 
ADOLESCENTS. 


Particular contributions were made by: 

Mr Williams, Disablement Rehabilitation Officer, Shropshire. 

Mr Cambray Jones, formerly Blind Placement Officer, and now Warden 

of the Birmingham Royal Institute for the Blind, Vocational Training 

Department. 

Mr D. Burton, Welfare Officer for the Blind, Ashton-under-Lyne. 

These three Officers made the following points: 

1. That handicapped people seeking employment are referred from a 
variety of quarters—Doctors, Schools, Hospitals, etc. Placement 
Officers are glad of the earliest possible notification and feel that 
often such notification is unduly delayed. 

2. There is a considerable variety of Training Schemes available for 
Handicapped people generally, but these might well present difficulties 
for deaf/blind trainees. 

3. Much depends upon the goodwill of employers and of foremen. 

4. Placement of handicapped people who do not fit in can endanger 
further placements. This applies particularly in the case of blind 

~ employees. 

5. There are four possibilities for blind people: 

(a) Training and employment in a profession, which does not 
interest this particular Conference. 

(b) Training and placement in Open Industry. i.e. working alongside 
sighted men and women. 

(c) Sheltered employment in a factory for blind people. 

(d) Sheltered employment in a Home Workers’ Scheme for the 
Blind. 

6. The Birmingham Royal Institution for the Blind has had a fair 
number of ex-pupils from Condover Hall, achieving the successful 
training of some, but not others. So far no deaf/blind child has been 
put forward for trial training, but such an application would receive 
very sympathetic consideration. The Training facilities now include a 
Light Engineering Department, with further opportunities for 
training at Letchworth or in Open Industry. 
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7. Local conditions as far as industry is concerned naturally affect 
placement. One would think that most employable deaf/blind 
people would need shelter. 


8. With deaf/blind people there is the obvious difficulty of communica- 
tion. This often rules out the possibility of a Training Course. In 
any Case, a Training Course should not be divorced from the actual 
local possibilities of employment and therefore contact with the 
local Welfare Officer should be established. 


9. Cases where blind people have received a training unrelated to local 
conditions have been known. This leads to a considerable amount 
of unnecessary frustration. 

After these general considerations, discussion was centred on the 
cases of three deaf/blind adolescents at “Pathways” who are nearing 
School leaving age. 

(a) PAT, a girl of 16. Considerable practical ability, a fair degree 

of useful sight, profoundly deaf and intelligence below normal. 
She can communicate only with simple gestures. Social behaviour: 
conforms reasonably well. The Staff of the school feel that Pat 
has some employment prospects and would not like to think 
that she did nothing. 


Discussion 
The school should realise that they see their children in a particularly 
sheltered situation. 

Have any efforts been made to interest local people in Pat’s employ- 
ment?—Yes. A year ago a consultation was had with Pat’s parents, 
Deaf Missioner and Home Teacher for the Blind. As a result Pat is 
Staying on at school beyond the age of 16. 

Pat’s skills are mostly in the domestic line, e.g. simple housework, 
ironing and simple handwork. 

Would it be possible for Pat to work as a domestic in a residential 
establishment? There should be opportunity for employment of handi- 
capped people there. This might be possible, but sympathetic placement 
and supervision would be necessary. | 

The Welfare Officer for the Deaf suggested that efforts should be 
made locally to interest employers of labour and to intrigue them into 
employing a seriously handicapped person. He suggested approaches 
through such organisations as Toc H. and Rotary Clubs. 

The Placement Officer said that if factory employment were possible 
the Blind Placement Service could take out of the foreman’s hands 
the responsibility for training and absorption into the factory life. 

Miss Adams, Inspector for Blind Welfare, Ministry of Health, 
warned that we may be thinking in terms of the past. Nowadays 
Local Authorities have an over-all duty with regard to the welfare of 
handicapped people. 

If Pat proved unable to be maintained in full employment, how 
could she be gainfully occupied ? Unfortunately Workshops for the 
Blind seem averse to forming Occupation Departments for severely 
handicapped blind people who are unemployable according to their 
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terms of reference. Mr Jones pointed out, however, that the Birmingham 

Royal Institute for the Blind had had a Day Occupation Centre working 

well for eight years. 

(6) JOHN aged 16. Has good manual ability and a fair degree of 
useful sight. He is severely deaf, is of normal intelligence and 
can communicate by means of the deaf/blind manual. He could 
easily learn to be reasonably fluent with capital letters in print. 
John is somewhat immature, but has a pleasant personality 
and the staff feel that he should definitely be employable. 

Discussion. 

How would John face up to the rigours of training and employment? 
He would find this difficult at first, but with increasing maturity and 
understanding of the immediate necessity to work, he should do well. 

He is quite self-sufficient, in that he could easily manage his own 
travel, can occupy himself in leisure time and is quite independent 
as far as self-care is concerned. It is hoped that he might eventually 
attend the Hethersett Vocational Assessment Centre of the Royal 
National Institute for the Blind at Reigate. Here possibilities of training 
in a Sheltered occupation in a Workshop for the Blind, and of placement 
in Open Industry would be examined. We understood that Hethersett 
is now paying particular attention to the possibilities for employment 
of their students in their home area. 

The staff feel very strongly that John should be able to earn his own 
living. They are, however, disquieted by the fact that a very capable 
deaf/blind young lady could not be found suitable employment, 
except at Condover Hall. Here she is filling a very useful r6le, but we 
cannot envisage Condover Hall becoming a centre for the employment 
of deaf/blind people. 

It was pointed out that, before leaving school, it would be most 
helpful if children could be given practice in independence, e.g. travel, 
responsibility for their own getting up and daily timetable, opportunities 
for lengthy work periods. 

(c) DAVID age 14. Fair practical ability. Profoundly deaf and with 
very small degree of sight. He is of normal intelligence and can 
communicate fluently through the deaf/blind manual. Social 
behaviour: quite good, though he is rather demanding of 
attention. There is a possibility of lack of home for David in the 
future. 

Discussion. 

If David really needs a home it might be a good idea to put an 
advertisement in a paper asking for people to undertake this. Encourag- 
ing results have been obtained in the past in similar cases. 

David’s case ought to be put to the D.R.O. of his local Authority. 

Mr Jones felt sure that the Birmingham Royal Institution for the 
Blind would give sympathetic consideration to the admission of David 
to their Vocational Training Department. Here prospects of both 
Open and Sheltered employment could be considered. 

{t would be best to decide upon the work David could do before 
fixing up the foster home. 
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Mr Lumsden pointed out that teachers can spend too much time 
thinking about problems of employment, when nowadays there are 
the appropriate services to carry out this work. 


SUMMARY OF CONFERENCE 


Mr MICHAEL REED introduced Mr J. LUMSDEN, H.M.I. to give 
the ““ SUMMARY OF THE CONFERENCE”. 


Mr Lumsden said “‘ We have here a most unusual group. It is a group of 
people all concerned with one very tiny, very rare group of children and 
seeing the size of the Conference, I wonder whether there are not 
more conferees than children being conferred upon! I certainly was 
surprised to find it was not a conference of about 25 people. 

Perhaps it argues the closeness of their concern with deaf/blind 
children that we have here teachers, doctors, welfare workers, administra- 
tors and perhaps furthest away of all from the children, people like 
Dr Huss, Miss Adams, Dr Sheridan and myself. We are furthest away 
from this problem with which you are all concerned; all more concerned 
than we are. This Conference is an attempt to introduce teamwork into 
the work of those concerned with the problem. Now there are many 
kinds of team work. I don’t think the phrase comes from the analogy 
of a team of dogs pulling a sleigh over the snow, where the direction 
comes from the leader and all the others have to do is pull their weight. 
It’s not that kind of team. There is no particular leader for this team 
and we are not all in fact having the same function of just pulling. A 
much better analogy is a football team where there is a certain pre- 
determined strategy, but once that strategy has been determined by the 
manager, it is up to every member of the team—each having a different 
function—to aim at achieving the goal. 

And here I think we have come together to learn how to become 
part of a team and if we are going to be good parts of the team we 
must know what the other members of the team are thinking. I once 
heard the head of an E.S.N. school say his football team nearly always 
lost because they were not intelligent enough to know what was in 
each others’ minds; they could not forecast what the man with the 
ball was going to do. And so we must know what is in the mind of 
each other and I am sure that during the past two days this Conference 
has achieved this aim of enabling us better to know the thoughts of 
the other members of the team. 

Sometimes a meeting like this is called an “ Interdisciplinary 
approach” to a problem (and it is a fashionable term), because the 
ancient division of society into professions has ceased to be as clear as 
it was and within each profession there are sections, which must come 
together if the best work is done. The word discipline has several 
meanings, of course, but we can think of it as the state of mind of a 
disciple, and if you have your children under good discipline, that is 
to say they are in a fit state to learn. Whether we come from different 
kinds of discipline, different kinds of learning, within the many different 
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professions, we are coming together in a state of mind which enables 
us to learn. 

And what will be the purpose of our learning? Each one of us is 
not tomorrow going out to deal with a rubella child. What are the 
rest of us going to do if we are going to make the best use of this 
Conference? We have got to go and talk about it wherever we go. 
There are only a few social workers here, there are only two people 
from the Ministry of Education, and so WE have got to go back and 
YOU have got to go back and talk in your own circles about what has 
happened here, in your professional papers, perhaps a note in your 
medical journals, perhaps by calling together groups of your people 
for discussion. This ought to be the seminal point, the point from which 
the seed is thrown out to come down in other fields. So this Conference 
must not stop tonight. It must go on immediately in some way to 
spread the news of what has been done here. It is not just enough for 
us to gO away. 

We started with an admirable session when we had medical evidence 
put forward of the difficulties of trying to prevent or to cure the 
conditions from which these children suffer. We were really privileged, 
we had a privilege we get from medical people only occasionally, and 
only, if I may say so, from the leaders in the profession. The most 
difficult thing of all, I think, for a professional man to do, in an audience 
who are not members of his own profession, is to confess ignorance. 
And all these three speakers confessed ignorance. They said they 
were up against problems which they could not solve. And I think that 
we must have much greater confidence in them when they tell us frankly 
what they do not know, as well as tell us of the resounding successes 
which have come from their efforts in this very complex and difficult 
field. Each one of them in his own way has told us of what was in the 
wind, what was being done and something of the obstacles in the way 
of success. It seemed to me that each one laid great stress on prevention. 
They told us they were all going to try to find out how to prevent 
this happening again. Now that may be rather cold comfort to the 
parents and the people dealing with the children, but clearly it is the 
great hope for the future. But we heard also of alleviation and, particu- 
larly in the case of the heart specialist, of cure. We had a real privilege 
there and I hope we thank them from the bottom of our hearts. 

One of the things that was clear to me was that the speicialists did 
not have enough cases to work on; in the working life or in the field of 
observation of any one of them they only came across one or two 
children and that made experimental work more difficult. But the 
numbers seen were much more than we used to think of. At the end 
of the war, when we were trying to plan in the way that we used to do 
in the special education field, we came to this business of dually handi- 
capped children. I had to make some calculations of the numbers 
to be expected, and I said to myself, thinking in terms of betting, the 
odds are 7 in 10,000 against a child being deaf, really deaf; the odds 
are 2 in 10,000 against a child being blind—what are the odds against 
one of the deaf children also being blind? Well any intelligent person 
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will tell you that you multiply 2 <7 and this is 14,and 10,000 multiplied 
by 10,000 is 100,000,000—that is the odds are 14 in 100,000,000 against 
a child being deaf/blind. Now there are about 7,000,000 school child- 
ren in England and Wales and 7 into 100 goes roughly 14—that is, 
the chances are that there would be only one deaf/blind child in 
England and Walesif, infact, deafness and blindness were unconnected. 
But of course we know that whenever we get one handicap, the chances 
of another handicap being there are increased. And our original idea 
that there might be perhaps half-a-dozen- has been shown to be 
erroneous. And so all my arithmetic went for nothing—it just shows 
how badly out you can be if you go by betting odds! 

We went on from our medical session to one of, I think, the most 
striking, where the parents themselves set out their problems. You 
know, most teachers have a very poor opinion of parents! Over and 
over again—though I must say more in the past than recently— 
exasperated by those very awkward cases, teachers have said “if only 
children could be born without parents ”. Unfortunately their expecta- 
tions of that happening are not borne out by medical research! Instead 
of their saying ‘“ What can we do despite parents”, here we have a 
chance of saying “ what can we do with parents ’’. Another habit of the 
teaching profession, and as I was reared in it I have to call it mine, 
is to try to look at children objectively. Now heaven forbid that any 
parent should look at his child objectively—if they can only look at 
him objectively the poor thing isn’t going to have much of a time. 
When parents cease pouring out love and affection on their children 
without any feelings of objectiveness, we can give up all hope for 
mankind. As Miss Galbraith pointed out, let those of us who are 
professional people look at children objectively, but don’t let us ask 
parents to do this. They must do much more than look at them 
objectively. Mrs Brock gave us a wonderful example of an intuitive 
approach to the handling of parents by themselves. She said it was 
essential for parents to talk to other people about this child of theirs. 
Now that must be one of the most difficult things to do. There are so 
many parents one hears of who get bottled up, unable to share their 
children’s problems with anyone else. They try to shut their eyes to 
the fact that they have such children. And the fact that this group of 
people, the Rubella Group, has come together to talk about their 
own children, must be one of the greatest advantages they have had. 
It has been quite clear from meeting so many of them here that it has 
enabled them to see their children much more clearly and to be able 
to help those like the rest of us who want to help them. They have 
come here so that they can talk about them, and how much we appreciated 
the contribution of the four parents. 

Relatively little was said of the work of the Working Party. We had our 
sheet with the conclusions of the Working Party and I do hope that 
these will be gone over again and produced to people who may be in a 
position to help carry out the desires which are expressed so well in 
them. There is only one thing that I thought might perhaps be added 
—it is that the School Medical Officer should be brought in at a very 
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early stage. There is no mention of him and yet if any handicapped 
child needs help it will be done as a result of his examination by the 
School Medical Officer. Whatever you have done in hospital or whatever 
you have done by a specialist, it is the School Medical Officer who 
makes the decision whether education money is going to be spent in 
sending the child to a special school or to Condover or providing a 
home teacher—he is in a sense the king pin, and I think that somewhere 
in the Working Party’s Report should be a recommendation that in 
some way or other news of the child should get to the S.M.O. as 
early as possible. 

My next point is that in this session, where we had parents and 
various other people who come closely into contact with the parents, we 
saw a real appreciation of the hard realities of life to which it is all too 
easy for people to shut their eyes. Dr Weihs mentioned the autistic 
child, one who has no real appreciation of communication between his 
inner world and the outside world which some of us are pleased to call 
the world of reality. Now I think that there are parents who although 
they would not come under this definition of autistic, have some of 
this retreat into fantasy, a fantasy life where all will come well again. 
Unfortunately that is not so in this hard world and I was glad to find 
that in all this meeting there has been an absence of fantasy; with every 
speaker there has been an appreciation that life is not al] easy and that 
it is no use shutting you eyes to hard facts. 

After that perhaps rather grevious conclusion, we went on to 
discussing assessment and it was so clear to all of us that assessment 
is being carefully done. (We don’t have evidence that it is being carefully 
done everywhere, if it were there would not really be any need for 
meetings of this sort.) We have found out that it can be carefully done, 
Mr Myers has told us all that is done at Condover, and Mr Reed 
talked of the psychologist’s réle—a relatively new one because there 
are very very few psychologists indeed who really know anything 
about the deaf or blind child. And in a society to which both Mr Reed 
and I belong, there has only recently been established a Working 
Group, to see to what extent psychologists can be induced to widen 
their experiences and deepen their knowledge of the problems of the 
different kinds of handicapped children. Mr Reed has contributed 
tremendously by organising courses at the hospital he is concerned with, 
for training psychologists to appreciate the difficulties of deaf children. 

Mr Reed has suggested, quite rightly, that communication is the 
most important factor for these children, but it is also very important 
that they should learn through direct experience. I would agree with 
Mr Reed’s suggestion that for the benefit of parents a programme of 
the most desirable experiences should be produced, so long as this 
is not just a list of disconnected details as was the one I was shown 
during my recent visit to the United States. The experience must be 
related to the social progress of the child, not just experience for its 
own sake. As far as formal education is concerned, the three R’s are 
no longer the basic subjects—social development is now the basis of 
education and we educate our children by rather than through social 
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experience. Education for the last 100 years has been bedevilled by the 
1862 Education Code under which the teachers were paid by results, 
e.g. examination passes. This made the learning and teaching of academic 
subjects the be all and end all. It is only in more recent years that the 
trend of education has included social development as well as the more 
traditional subjects. This has been apparent in the nursery classes 
and is making its way in the primary schools with good results. There- 
fore] would say to you parents, even if your child’s abilities in the three 
R’s should be meagre, or even if they have none, do not think that 
they may not have had a valuable education according to their abilities. 
In the schools themselves, I would stress the need for recognising the 
different attitudes to the child of the teachers and the parents. A 
parent’s emphasis on one child never detracts from his love for others 
in the family—the teacher’s réle is different; he must always try to 
give equal attention to each child and one dually handicapped child 
in a class may well take away the teacher’s attention from the rest. 
As Mrs Ingall pointed out, there is a limit to the number of dually 
handicapped children that can be taught in a class of deaf children. 

On the question of employment, developments since the war are such 
that the teachers can no longer deal adequately with post-school 
employment. Now that we have a Youth Employment Service, place- 
ment is no longer the province of schools, but of specialists in this work 
who know the employment conditions. School teachers are indeed 
members of the “ team ”’, but no longer hold the monopoly. 

Dr Weihs has introduced us to ways of thinking which are unusual 
to most of us, but we had no difficulty in taking in his message, that we 
must in some way open our minds to receive a flash of spiritual insight 
into the divine nature of the human being if we are to make any progress 
with the children and eventually to assess the value of even small 
progress. We must thank Dr Weihs for the extreme lucidity of his 
exposition in English of a pellucid perfection which filled many of us 
with envy. 

This has perhaps drawn us rather far from rubella, and we return to 
our topic of children with a combined visual and auditory handicap. 
Mr Shorrock, Mr Myers and Miss Shields spoke to us of the need 
to know more than one handicap—blindness, partial sight, deafness, 
maladjustment, educational subnormality, even severe subnormality 
of mind or imbecility. Few people get much experience of such a 
range except the medical officers of large authorities, or of the 
Ministries, or perhaps inspectors of special schools and a very few 
teachers, indeed. Yet since dually and multiply handicapped children 
are going to be more common in schools, there ought to be more 
people studying the problems they raise. It is already clear that they 
cannot be fully and fairly assessed or solved by specialists working in 
isolation, and at this Conference, which has studied perhaps the most 
difficult combination of defects, the team approach has been shown to 
be of value, and the advice of a single person, doctor, teacher, psycholo- 
gist or whatnot, has been shown to be suspect. The results of a single 
examination have also been shown to be misleading; may it not be 
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that we should conclude from this that other handicaps should also 
have this kind of assessment and try-out instead of the traditional 
diagnostic examination? Might we not also learn from this instance 
of parent co-operation or even parent leadership that any service for 
handicapped children would be enriched by much more generous and 
painstaking efforts to enlist the parents into the team. It may well be 
that in this Conference, called by the parents under Mrs Freeman’s 
inspired leadership (for which we expressed our thanks last night), 
there has been displayed a pattern of far-reaching significance. 


83 


R 


oer honor eames: | 


| 


HV1663 ou Oa \ 


Royal Nat'l. Institute f/t Blind 

Report on conference on chil- 
dren with a combined visual and 
auditory handicap. 1961. 
et ee 
HV1663 ec. 2 
R 


Royal Nat'l. Institute £/ Blind 
_woyal Nat'l. Institute f/t Bli 


AUTHOR 
Report on conference on children 
"TEwith a combined visual and 

auditory handicap, 1961, 


BORROWER'S NAME 


DATE 
LOANED 


rows Yee Ac OB 


fi nint 
WATS SES 
PASS w Waves 
Ag Guidi 


THE DEAF-BLIND MANUAL ALPHABET 


HV1663 ey ek 
R 


Royal Nat'l. Institute f/t Blind 
Report on conference on chil- 

dren with a combined visual and 

auditory handicap. 1961, 


Oa ee ae 


| HV1663 er 
R | 
Royal Nat'l. Institute f/t Blind 


AUTHOR 
Report on conference on children 


TNTLEwith a combined visual and 
auditory handicap. i961. 


DATE 
BORROWER'S NAME 


; Lap SOP D 


DEMCO 241 


DATE 
LOANED 


BORROWER'S NAME 


Printed by 
E. T. HERON & CO. LTD 
Essex & London 


